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Keefe, J. W.: Sheet Rubber Superior to Gauze 
Sponges in Abdominal Operations. J. Am. 
M. Ass., 1916, Ixvii, 567. 

The methods used by the author to avoid the 
accident of leaving a sponge or instrument in the 
tissues are as follows: counting the sponges before 
and after the operation, by one, two, or even three 
individuals; attaching tapes to the gauze pads and 
a clamp bead or metal disk to the tape, using large 
pads or strips of gauze, and as few as possible; tying 
together gauze drains, when several are used; the 
use of four or five long gauze strips, kept in bags, 
which are attached to the laparotomy sheet near the 
wound. 

The only sure way to prevent sponges being left 
in the abdominal cavity during an operation is not 
to place the sponge wholly within the abdominal 
cavity. Numerous are the suits that have been 
brought, and in some cases verdicts for heavy 
damages have been rendered the complainant. 
In not a few instances a reputation built up by years 
of hard work is practically ruined by the mishap of 
leaving a sponge in the tissues. 

During the last ten years the author has been 


‘using a roll of sheet rubber, which has proved satis- 


factory in every way. ‘This rubber roll is about the 
thickness that is used for rubber bandages. It is 
about 8 inches wide and 18 feet long. When the 
abdominal cavity is opened, folds of this rubber are 
tucked in the wound, walling off the intestine from 
the site of the operative field. A part of the rubber 
roll lies outside the abdominal cavity, the entire roll 
never being placed wholly within the abdomen. 
The edges of the wound may be covered by part 
of the rubber roll, thus protecting them from in- 
fection and trauma from the use of retractors. 
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It is of equal service whether operating in the 
pelvis, on the uterus, tubes, or ovaries, or whether 
excising a gall-bladder or doing a gastro-enterostomy. 

The work of Henderson and other observers has 
shown that rubber is less irritating to the intestine 
than gauze. The use of the rubber roll to protect 
the intestine undoubtedly lessens the shock at- 
tending the operation and causes fewer adhesions 
following an operation. 

The ease of sterilization of the rubber roll is im- 
portant. This roll can be as readily sterilized as 
rubber gloves, and the same roll can be used many 
times. After an operation the rubber is washed 
and, while unrolled, it is boiled for twenty minutes. 
It is then dried, powdered, and rolled up. Previous 
to operating it is again unrolled and again sterilized 
by boiling for twenty minutes. It is then rolled 
and placed in a hot saline solution. 

A towel is folded so as to make a pocket, into 
which the roll of rubber is placed and the pocket is 
then clamped to the sterile operating sheet near 
the wound. During the operation, much or 
little of this rubber roll can be unwound, walling 
off the intestine and thus protecting the operative 
field. 

Gauze sponges, 18 inches long and 3 inches wide, 
made of several thicknesses of gauze, are used to 
wipe dry the field of operation. These sponges, 
however, are never placed in the abdominal cavity; 
instead gauze amputation rolls, 6 feet by 4 inches, 
are used. Epwarp L, CorNELL. 


Burnham, A. C.: The Routine Treatment of 
Operative Acidosis. Am. Med., 1916, xi, 438. 


Acidosis should be considered a resultant of 
disease rather than a definite pathological entity. 
Before, during, and after an operation certain fac- 
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tors are at work which favor an increased production 
of acid bodies. Among these may be mentioned: 
nervous and muscle activity, starvation, diminished 
oxidation of injured tissue. Starvation diminishes 
glycogen in the circulation; this diminution re- 
quires that muscular activity be supplied by energy 
from proteid or fat metabolism. In the absence of 
carbohydrate this type of metabolism results in the 
overproduction of acid bodies. 

The routine treatment of acidosis suggested here 
is modeled after that used by Bainbridge. The 
symptoms which lead to a suspicion of the existence 
of acidosis are dyspnoea, tachycardia, and acetone on 
the breath. If acetone or diacetic acid are found in 
the urine active treatment is indicated. 

As pre-operative treatment, the patient is given a 
purgative and several ounces of milk sugar for 
several days prior to the operation. Bicarbonate 
of soda is given both by mouth and rectum until the 
urine is only fairly acid. In serious cases colonic 
irrigations of soda bicarbonate, 6 to ro quarts 
(1 drachm to the pint), are given daily. Sedatives 
are given prior tothe operation. During long opera- 
tions hypodermoclysis of saline is given. For 
short operations proctoclysis is given. 

After the operation glucose proctoclysis is used, 
soda bicarbonate being added to the drip if there is 
a large quantity of acetone in the urine. Morphine 
is used to relieve the pain. IstporE Coun. 


Stauffer, W. H.: The Post-operative Treatment in 
Rectal Surgery. Tr. Am. Proctol. Soc., Detroit, 
1916, June. 

The author bases this paper upon a review of over 
25,000 rectal cases treated, of which 1,500 were 
operative. Of these cases 4oo had been operated 
upon previously by approved methods by other 
surgeons, 

There are two reasons for these 400 secondary 
operations, e.g., failure to select the operation in- 
dicated by the pathology, and improper post- 
operative attention. 

In selecting an operation or treatment the follow- 
ing factors must be considered: (1) complete res- 
toration of function, (2) time required for cure, 
(3) pain produced. 

Unsatisfactory results — complete or partial in- 
continence — often are caused by needless trauma- 
tism. He does not believe in divulsion. Division 
of nerves causes sensory disturbances. 

Incontinence may be due to fistula operation. 
Stauffer believes that where the fistula opens more 
than two inches above the sphincter the two-stage 
operation is indicated. 

In dealing with malignancy he mentions the 
operation of Evans as producing the least mutilation 
and disturbance of function in selected cases. 

Operations should be performed only after a 
definite diagnosis has been made. 

It is insisted that the best results are obtained by 
proper diagnosis, careful preparation, appropriate 
operation, and careful after-treatment. The sur- 
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geon should always make the first dressing and 
should inspect the operative field daily. The pa- 
tient should be kept under observation until re- 
covery is assured. 


ANZSTHETICS 


Baldwin, J. F.: Nitrous Oxide-Oxygen, the Most 
Dangerous Anesthetic. Med. Rec., 1916, xc, 177. 
Ether may be considered the standard of safety 
in anesthesia the world over, and comparing nitrous 
oxide-oxygen with it the author shows that the 
latter is the most dangerous anesthetic used. In 
the city of Columbus thirteen deaths have occurred 
in twelve or thirteen hundred administrations of 
this anesthetic for major operations, in none of 
which was the death in any way attributed to 
asphyxia, but occurred without warning in the midst — 
of an apparently smooth anesthesia and with start- 
ling suddenness, despite the statement of nearly 
all writers on the subject that death occurs only 
from asphyxia. 

Inquiry revealed several deaths in the practice of 
various anesthetists; one in 200 administrations in 
a New York hospital; seven or eight in one Detroit 
hospital; three fatalities reported by Gwathmey in 
2,500 cases; a collected series of eighteen deaths and 
another of thirteen, several of which had been sup- 
pressed. In several large clinics the use of nitrous 
oxide-oxygen has proved unsatisfactory and has 
been discontinued. The conclusion is reached that 
nitrous oxide-oxygen anesthesia has a very limited 
field of action, being available for brief operations 
such as the extraction of teeth, and is most suitable 
in cases of acute pulmonary congestion or in acute 
nephritis. Withthese exceptionsit is most danger- 
ous, even in the hands of the experienced. 

E. K. ARMSTRONG. 


Jones, E. O.: Nerve-Blocking as a Practical Method 
of Anesthesia for Abdominal Operations. 
Northwest Med., 1916, xv, 223. 


Everyone recognizes that in certain cases general 
anesthesia is fraught with considerable danger. 
Numerous substitutes have been devised from time 
to time, some of which are attended with increased 
rather than lessened danger, and others have de- 
veloped but a limited field of usefulness. The idea 
of blocking the thoracic and lumbar nerves at their 
points of exit from the vertebral column, first. 
suggested by Sellheim in 1906 and improved by 
Kappis in 1911, is a distinct advance. 

The author describes the anatomy of the spinal 
nerves and the innervation of the abdominal 
viscera, and concludes that a technique which will 
block both the spinal nerves and the rami com- 
municantes to the corresponding sympathetic gan- 
glia will anzsthetize both the viscera and the par- 
ietes in the area supplied. 

The technique which the author employs is de- 
scribed in detail. ‘Ten cases are reported in which 


the method has been used for abdominal operations. 
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In nine*the anesthesia was entirely satisfactory, 
in one only partially so. 

The author’s conclusions are that the method is 
not @ universal substitute for general anesthesia. 

When general anesthesia is contra-indicated for 
any reason this method can be used with satisfaction 
in the majority of cases. 

It is always perfectly safe so long as the strength 
of the novocaine solution does not exceed one per 
cent. 


SURGICAL INSTRUMENTS AND APPARATUS 


Henderson, Y.: Resuscitation Apparatus. J. Am. 
M. Ass., 1916, Ixvii, 1. 

In considering the devices for resuscitation there 
has been a general failure to distinguish between a 
method for maintaining pulmonary ventilation and 
methods (as yet undiscovered) for restoring the 
heart-beat and counteracting the paralyzing effects 
of asphyxia on the brain and cord. Of the several 
devices on the market the first to attract attention 
was the pulmotor, which has, of its own accord, 
aroused unfounded expectations. Supposed to 
supply the patient with air greatly oxygen enriched, 
analysis showed the oxygen content to be only 
28 or 30 per cent. Furthermore the positive and 
negative pressures were induced in such rapid 
succession that the lungs were not properly distend- 
ed and inflated, while the automatic reducing valve 
or injector was liable to get out of order, rendering 
the apparatus ineffective. 

The ‘‘lungmotor”’ consists of two pumps so ar- 
ranged that the down stroke forces air into a mask 
held over the patient’s face, while the up stroke 
withdraws air from the patient’s lungs. The 
“‘vivator” consists of one pump which forces air into 
the face mask. The ‘“‘pulmotor Model B” is prac- 
tically a pulmotor without the automatic feature. 
While the mechanism is rather delicate, this instru- 
ment might prove useful. 

Owing to the popular overestimation of what 
apparatus can accomplish, the immediate applica- 
tion of artificial respiration is neglected and lives 
thereby lost. There can be no doubt that in 
those in whom the heart is still beating, life can be 
maintained much longer by means of apparatus 


SURGERY OF THE 
HEAD 


Beckman, E. H.: Observations on the Diagnosis 
and Treatment of Trifacial Neuralgia. Ann. 
Surg., Phila., 1916, lxiv, 242. 


Trifacial neuralgia is a distinct entity which 
should not be confused with sinus disease or other 
lesions about the face in which there is pain. The 
pain is very often started by the slightest irritation 
to a certain localized area of the face or tongue, 


than by manual methods. The Resuscitation Com- 
mission found that when there was no spontaneous 
activity of the respiratory center, the amount of 
ventilation obtained by the prone pressure method 
was markedly reduced, and that as the muscles 
of the body lose their tonus and become flaccid, but 
a negligible movement of air in and out of the chest 
results. 

The Commission concluded that after the cessa- 
tion of respiration from drowning, electric shock, 
excess of anesthesia, gas poisoning, or any other 
form of asphyxia, ten minutes is probably the ex- 
treme limit of time beyond which restoration is 
practically impossible. If the apparatus arrives 
after the tenth minute the individual is dead and 
even in those cases where it is applied within six or 
eight minutes the chances of resuscitation are not 
nearly so good as when the prone pressure method 
was begun within thirty seconds after the accident. 
Thus it would seem that breathing apparatus should 
be provided in those fields of work in which it can 
be at hand when an accident occurs, but not for 
cases in which it must be sent for. At bathing 
beaches, in a city fire department, in any hospital, 
and in every maternity ward suitable apparatus 
could advantageously be kept, but unless employees 
of gas, electric light, and telephone companies have 
been drilled in manual methods and warned not 
to wait for apparatus, it is not probable that the 
latter will appreciably decrease the number of 
fatalities outside of the central works. 

The following conclusions are reached: (1) Uni- 
versal training in the prone pressure manual will 
accomplish more than any amount of apparatus. 
(2) Artificial respiration with apparatus is superior 
to the manual method, in that apparatus is capable 
of giving a normal volume of pulmonary ventilation 
while the manual method is not. (3) Immediate 
application of a poor method is superior to the use 
of a perfect method after a delay of even five minutes. 
(4) Apparatus should be provided only where it 
may be immediately available. (5) Oxygen inhala- 
tion should be used in gas and smoke cases, the 
apparatus employed being such as will allow the 
oxygen to reach the lungs in efficient, concentration. 

E. K. ARMSTRONG. 


HEAD AND NECK 


but the pain is not continuous, nor is it a throbbing 
pain. Most of the patients are no more neurotic 
than the average person. Males and females are 
affected in about the same proportion. Examina- 
tion of six ganglia from trifacial neuralgia cases by 
Wilson showed marked inflammation in all. Arterio- 
sclerosis does not seem to play any réle. Most of 
the patients are in good health otherwise. 

The treatment of trifacial neuralgia is essentially 
surgical. Medical treatment is confined to hygienic 
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measures and seems to have very slight influence in 
the majority of cases. The author reports the re- 
sults of excision or evulsion of the peripheral nerve- 
branches in 19 cases. The longest period of relief 
in any of the series was two years, and the average 
time of relief was 8.4 months. In the author’s 
clinic, 146 patients have been treated by injecting 
alcohol into the main nerve-branches at the base of 
the skull. The length of time the patients remained 
relieved varied greatly, relief in one instance en- 
during as long as five and one-half years, though the 
average time in ascries of 120 patients from whom the 
author heard, was 9.4 months. More recently the 
injection of alcohol into the gasserian ganglion has 
been proposed, but this method has not been tried 
by the author, who is of the opinian that if it is 
generally adopted many serious complications will 
ensue. He reports 18 cases which have had opera- 
tions upon the gasserian ganglion. Of these pa- 
tients 13 had had some peripheral operation, and 
all of them had had injections of osmic acid or 
alcohol. There were two operative deaths in this 
series, one shortly after the operation and the other 
on the twenty-first day from hemorrhage. Of the 
16 living patients, 13 have been completely relieved 
of their pain, or the recurrences have been so slight 
that they consider the condition satisfactory. There 
were 3 recurrences due, the author believes, to the 
imperfect technique of the earlier operations. As 
patients do not recover spontaneously, and the re- 
sults of peripheral operations and injections are so 
temporary, the evulsing of the posterior nerve-root 
or entire removal of the ganglion is the operation 
of choice for a person in reasonably good physical 
condition who wishes to obtain some assurance of 
permanent relief. GATEWoopD, 


Latarjet, A:. Pathologic Anatomy of the Imme- 
diate Lesions in Penetrating Cranial Fractures 
Due to Projectiles (Anatomie pathologique des 
lesions immediates dans les fractures pénétrantes 
du crane, par projectiles de guerre). Lyon chir., 
1916, xiii, 213. 

The pathological studies which Latarjet made 
immediately after death in cases of extensive cranial 
fractures have led him to the conclusion that in the 
less extensive injuries which are susceptible of 
recovery it is necessary to intervene very amply and 
without restriction. 

The details of several cases are given with photo- 
graphic illustrations to show the mechanism and 
consequences of various types of penetrating frac- 
tures. The large experience gained from the study 
and results of treatment of such injuries has led 
Latarjet to adopt the following treatment in cases 
of severe penetrating cranial fractures. 

1. Very wide trepanation, which is not limited by 
the extent of lesions of the dura mater, but by the 
extent of the destructive cerebral lesions, that is to 
say, which extends 2 or 3 mm. beyond the limit of 
lesions of the soft meninges. 

2. Clearance of the cerebral injured area; removal 
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of visible fragments; delicate cerebral exploration 
with light tamponade of the lesion by a tampon 
saturated with weak iodide tincture. This tampon 
is allowed to remain. 

3. Insertion of a very fine meshwork satutated 
with iodide tincture between the endocranium and 
dura. When a fissure exists this mesh is extended 
as much as possible in order to establish a barrier 
between the dura and the fissured internal table. 

4. Between the dura and the external cerebral 
face a similar mesh is insinuated. This meshwork 
excludes the cerebral area which is the center of it 
and fulfills a double purpose. It allows drainage of 
subarachnoidal hemorrhage and is an obstacle to 
diffusion from the septic cerebral area into the 
subarachnoidal spaces largely open to contact as 
well as tending to the production of adherences 
which also afford protection against the spread of 
infection. ‘The meshes are resaturated with iodide 
by means of a tampon, and are allowed to remain 
in place until the fifth or sixth day when they are 
removed and replaced by others. 

Since the adoption of this method of treatment 
there have been no deaths from primitive meningitis 
which previously had habitually caused the death 
of such patients in the course of the second week. 
Latarjet thinks, moreover, that the fear of a later 
reproduction of encephalitis is diminished by the 
isolation of the cerebral substance from the fracture 
and fissures. His procedure is the application to 
the brain of the general rule of war surgery: to 
clear widely, to convert the lesion into a surface 
wound, and to isolate the septic area. 

He reiterates that clinical and anatomical results 
have convinced him that the extent of the trepana- 
tion must be governed by the extent of the cerebral 
lesion area and that an attempt must be made to 
exclude this area by isolating it from the osseous 
lesions and from its communication with the 
meningeal spaces and blood-vessels. 

W. A. BRENNAN. 


Sencert, L.: Cranial Wounds by War Projectiles 
at the Front, 234 Operations (Sur les plaies du 
crane par projectiles de guerre, 4 Vavant, d’apres 
234 opérations). Lyon chir., 1916, xiii, 283. 

Sencert’s report is based on 234 operations for 
cranial injuries carried out in the ambulance service 
during the first twenty months of the war. Of 
the 234, 92 were penetrating wounds of the skull and 
brain; 25 were bullet wounds; the others were 
shrapnel, shell, and other injuries. The 25 bullet 

wounds gave 4 recoveries, 21 deaths. In only 2 

cases were the bullets removed and these two cases 

recovered. Of the 67 shell and other cranial 
wounds 19 were found with underlying cerebral 
contusion and issue of cerebral substance, the projec- 
tile generally not having penetrated into the brain. 

Of this group, 20 died and 17 recovered. Among 

48 cases of penetrating wounds of the skull and 

brain with intracerebral inclusion of small projec- 

tiles, there were 29 recoveries and 19 deaths. 
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Rifle bullets, owing to their velocity, flattening, 
and ricocheting, cause death rapidly by the destruc- 
tion of vast areas of cerebral substance. On the 
contrary penetrating wounds due to small pieces 
of shell, cause pia or cerebral haemorrhages which are 
rapidly fatal. The cranial wound is very small, but 
the brain becomes distended with blood. 

Post-operative death is generally due to acute 
meningo-encephalitis. It usually develops on the 
second or third day, but may be delayed to the 
twentieth. It is manifested by the appearance of 
absolutely characteristic general and local symp- 
toms. The general symptoms are either ataxic 
or adynamic. In the ataxic form the patient who 
has been calm and motionless up to the third or 
fourth day develops an agitation which becomes 
more and more marked. A_ vulture-like facial 
expression is shown. In the adynamic form the 
patient who has previously been gay and of good 
appearance, becomes sad and morose, then somno- 
lent and comatose, and no longer replies to questions. 
The face has a gray, lead-colored tint. 

The most characteristic local symptom of the 
onset of meningo-encephalitis is the ammoniacal 
reaction of the cephalorachidian fluid. Once estab- 
lished the encephalitis progresses to a fatal issue. The 
author has seen no recoveries. 

If the patient escapes from acute infection and 
from meningo-encephalitis, there is yet danger of 
the development of a cerebral abscess. This may 
occur early or it may occur a very long time after 
injury. When such is discovered, the tumefaction 
must be punctured or opened with the bistoury and 
evacuated, after which it usually heals rapidly. 

Of the 234 cases operated upon, 103 were multiple 
cranial wounds. Of these, 48 were tangential, 
giving 28 recoveries and 20 deaths; 42 were seton 
wounds or oblique perforations with more or less 
distant irradiations; of these 12 recovered and 30 
died. Among 13 bipolar perforations there were 5 
recoveries and 8 deaths. 

The author has been able to trace the after his- 
tory in 71 cases of recovery at least 12 months 
after operation. Of these, 24 are dead and 47 
living. The records show that 75 per cent of the 
cases discharged from the hospital as cured were in 
good condition from 12 to 18 months afterward. 
and Sencert considered this result highly satisfactory. 

W. A. BRENNAN. 


Cotte, G.: Treatment of Cranial Wounds at the 
Front (Traitement des plaies du crane dans les 
formations de avant). Lyon chir., 1916, xiii, 358. 

Cotte gives two series of observations, the first 
consisting of 17 operations for cranial injuries in a 
position ambulance, the second comprising 35 cases 
in a hospital within the fighting zone. 

Cotte systematically made a direct exploration of 
every scalp wound observed by him and whenever 
there was time he made a previous lumbar puncture. 
Even when the liquid is clear the possibility of a 
fracture cannot be eliminated and it would be an 


error not to make a direct examination of the 
wound; but if the liquid is stained then there is 
either a fracture or a cerebral contusion and such 
must be sought in the course of the intervention. 

The ambulance cases gave an operative mortality 
of 58 percent. In 13 out of these 17 cases where the 
lesion was extensive there were barely three successes 
at the end of six weeks. Recovery in these cases 
can therefore be scarcely spoken of after so short an 
interval. 

In the hospital cases there was a global mortality 
of 17 percent. Of the cases in’'which the meninges 
were exposed the mortality was 50 per cent, but of 
25 cases in which the dura mater was intact, 24 
recovered without incident. The one death oc- 
curred in a patient who showed a small area of cere- 
bral contusion which was not opened. He died on 
the fifteenth day with signs of secondary meningitis. 

W. A. BRENNAN. 


Delore, X., and Arnaud, L.: The Treatment of 
Cranial Wounds by War Projectiles (Le traite- 
ment des blessures du crane par projectiles de 
guerre). Lyon chir., 1916, xiii, 328. 

Since the beginning of the war, the authors have 
had occasion to treat in their ambulances 122 
injuries of the cranium either by bullets or shells. 
The global mortality has been about 36 per cent. 
The cases included 9 cases of rupture of the internal 
table of the skull with 9 recoveries; 54 cases of 
fissure with integrity of the dura mater, the opening 
of which was not judged necessary, with 51 recov- 
eries and three deaths; 6 cases of various cranial 
lesions accompanied by subdural hematoma and 
more or less cerebral contusion necessitating the 
immediate opening of the dura, with 6 operative 
recoveries, 1 death later; 44 cranial fractures accom- 
panied by bone fragments, etc., in the brain, with 
opening of the dura, with 18 recoveries and 26 
deaths; 7 bullet wounds from one part to another, 
all of which died; 6 tangential bullet wounds, some 
creating a regular furrow involving the dura, all 
of which died. Such cases as arrived in a dying 
state or died before intervention are excluded from 
the authors’ report. 

The experience gained enabled the authors to 
formulate certain definite conclusions. They think 
that no wound of the head should be considered as 
insignificant. Scalp wounds should not be explored 
but they must be cleansed thoroughly. An appar- 
ently insignificant injury of the osseous table 
requires trepanation at the injured spot. Often in 
such cases a rupture of the internal table will be 
demonstrated. 

Trepanation should be done a fortiori in the case 
of the more accentuated lesions. Intervention 
consists in regulating the edges of the osseous 
injury. The surgeon should endeavor if possible 
to exceed the limits of the fissure as infection can 
develop about it. Often intervention is limited to 
this if the dura mater is intact. But if the dura is 
injured, no matter how slightly, the opening must be 
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enlarged because there may be underlying destruc- 
tive and hemorrhagic cerebral contusion and this 
may be septic. 

In more extensive injuries the trepanation should 
be larger and all foreign bodies should be removed 
at the first intervention if possible, if not in a second. 
The operation should be performed as soon as 
possible as the safety of the patient depends on 
early intervention before the appearance of infection. 
Late intervention should be formally rejected. 
Drainage is imposed in the case of deep wounds, 
not with gauze which favors retention, adheres to 
the cerebral substance, and allows the development 
of meningo-encephalitis, but with a small drain 
allowed to remain a long time in place which allows 
the elimination of the products arising in the con- 
tused area. Thus treated these cases often recover, 
provided, however, that the ventricular cavities are 
not involved and that osseous fissures do not irra- 
diate too far. 

Complications may arise due either to a simple 
meningeal irritation or to a circumscribed or diffuse 
suppuration (meningo-encephalitis). Whatever may 
be the complication the surgeon should always have 
recourse to two maneuvers—lumbar puncture and 
radiography. Lumbar puncture shows the nature 
of the complication and in the case of simple 
meningeal irritation it plays an important part. 
In any case it relieves the patient. Radiography 
allows the discovery and localization of existing 
foreign bodies which must of necessity be removed. 

Later complications (abscess, septic necrosis of 
the brain with secondary haemorrhage) occur, which 
may result later in the patient’s death. Penetrating 
gunshot cranial wounds are particularly grave. 
Trepanation of the entry and exit orifices is imposed. 
The entrance trajectory which contains detached 
fragments will be drained, and the exit orifice, very 
frequently fissured, will be widely trepanned and 
the dura tear enlarged because there is usually a 
large area of cerebral contusion. 

There are cases in which the cranium alone is 
injured while the dura is intact, but the brain does 
not fluctuate. Then there exists a subdural hema- 
toma with more or less accentuated contusion. 
Besides the cerebral compression, paralysis, agita- 
tion, and coma may be noted. If, having seated 
the patient, no cerebral fluctuation can be dis- 
cerned, it may be concluded that the cerebral 
lesions are intense and the dura must immediately 
be incised. 

In patients operated upon within a few hours of 
injury fear of infection as well as of cerebral hernia 
isslight. Secondary opening of the dura is, however, 
not without danger. Immediate opening of the 
dura will not only save patients from the primary 
results but will even in the long run effect a recovery 
of the best kind. 

Projectiles which strike the cranium in a natural 
opening (auditory conduit, orbital, etc.) may cause 
a fracture of the base of the skull, recalling in a 
measure those occurring in civil practice. In such 
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cases after preliminary disinfection and drainage a 
subtemporal trepanation or a mastoido-occipital 
trepanation may be necessary. W. A. BRENNAN. 


Barron, M.: Teratomata of the Brain. 
Research, 1916, i, 311. 


J. Cancer 


The author discusses teratomata of the brain, 
reviews the literature, and reports one personal case. 
Teratomata have the brain for their seat of least 
frequent occurrence. Teratomata are growths 
which contain tissues that are derivatives of the 
three primary germ layers. A proper explanation 
for their growth is lacking. ‘They cannot arise from 
the fertilization of polar bodies because there have 
been reported instances where three, four, or even 
five have been found in a single individual. 

The case reported was that of a negro male, 19 
years old, who developed headache and vomiting 
a day or two before his entrance into the hospital 
where he died shortly after. Autopsy showed that 
the teratomata measured 4.2 cm. x 3 cM. x 4.4 cm. 
and occupied the region of the pineal gland. On 
microscopic examination it was shown to contain 
gland-like structures, squamous epithelium, cartilage, 
columnar epithelium, bone, striated muscle, gan- 
glion cells, etc. These tumors if they develop so 
as to produce symptoms generally cause death be- 
fore the twentieth year. Harry G. SLoan. 


Leriche, R.: Pathogenesis and Treatment of 
Precocious, Persistent, Cerebral Hernia (Path- 
ogénie et traitement de la hernie cérébrale précoce 
persistante). Lyon chir., 1916, xiii, 448. 

Cerebral hernia is a frequent complication of 
cranial wounds. A number of small hernias which 
follow trepanation disappear spontaneously with- 
out leaving any trace behind. Others, greater in 
volume, increase incessantly and death by progres- 
sive encephalitis is the customary termination. 
But frequently hernias are seen to persist without 
increasing or diminishing in size, remaining station- 
ary while the condition of the patient improves. 
If they are left untreated some may recover after a 
long lapse of time, but a much larger number die 
either from cerebral abscess or meningo-encephalitis. 

This cerebral hernia is generally considered to be 
an indication of a deep infection and a fatal progno- 
sis is accepted. Leriche, however, believes that 
this pessimistic view is the result of a false idea of 
the pathogenesis. In reality he says that these 
early persisting encephaloceles are frequently 
curable as they are the mechanical translation of 
a permanent local irritation resulting from an insuf- 
ficient trepanation and therefore should be treated 
by an enlargement of the osseous breach until 
meningeal and cerebral healthy tissues are met with. 

The hernia is a mechanical phenomena of tissue 
disorganization which is aggravated owing to the 
strangulation of the vessels by a very narrow 
bony ring; it signifies that the trepanation has not 
been wide enough; and that there is still a local irrita- 
ting agent (fissure, superficial foreign body, etc.) ; 
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or a large area of cerebral contusion which is not 
decompressed. Under these circumstances a new 
very wide trepanation is called for; this is the best 
method of reducing the hernia and curing the 
patient. The results obtained by such methods for 
true persisting hernias, in the case of patients other- 
wise in good state, are such as to suggest that early 
retrepanation is called for in patients who show an in- 
creasing hernia while the general condition declines. 
Nearly all such patients die from progressive en- 
cephalitis, and it seems to Leriche that here again the 
hernia is the result of an insufficient trepanation 
for the lesions, although often enough this trepana- 
tion is large. Moreover, by making a very large 
osseous breach, perhaps the number of deaths due to 
infection will also be diminished. 

Leriche gives details and illustrations of many 
types of cases; considers the mechanism of re- 
covery of hernias after wide trepanation; and gives 
the technical indications for trepanation in case of 
cerebral fungus. W. A. BRENNAN. 


Beriel, L.: The Process of Cicatrization of Open 
Wounds of the Brain (Le processus de cicatrisa- 
tion des plaies ouvertes du cerveau). Lyon chir., 
1916, xiii, 405. 

Beriel’s study of cicatrization of open wounds of 
the brain leads him to think that the following as- 
sumptions may be admitted: 

1. The process of cicatrization comprises the 
fusion of the lips of the meningeal injury with the 
area of cerebral attrition and the fibrillar organiza- 
tion of the stump; a dura mater symphysis is also 
produced. These phenomena are favored by wide 
trepanations surpassing the limits of the area. 

2. This organization of the cerebral injury and 
particularly the dura mater symphysis constitutes 
an important condition of the revivification; its 
later evolution appears to turn toward the absorp- 
tion of the cicatrix and reconstitution of the menin- 
geal areas and spaces. W. A. BRENNAN. 


NECK 


Maccabruni, F.: Teratoid Tumor of the Anterior 
Region of the Neck in a Human Feetus at 
Term (Tumore teratoide della regione anteriore 
del collo in un feto umano a termine). Ann. di 
ostel. e ginec., 1916, Xxxviii, 231. 

The author describes the gross anatomical and 
microscopical details of a teratoid tumor, situated 
in the anterior region of the neck, in a human foetus 
born at term. A search of the literature shows only 
a very small number of tumors of this nature situated 
in the neck region. 

The tumor was symmetrical on both sides and of 
a colossal size, being much larger than the head of 
the child; it was heart-shaped and extended along 
the median line from the chin to the epigastrium 
measuring 12 cm., while the maximum transverse 
diameter was 18cm. Below the line of attachment 
to the foetal body the tumor spread in such a manner 
that its maximum circumference much exceeded 


that of the base of the body. It occupied all the 
anterior part of the neck, part of its lateral portions, 
a part of the cheeks, and a large part of the thorax. 
The tumor was invested in a capsule and covered 
with a fine skin; but it was only slightly attached to 
this skin and in places was separated from it, espe- 
cially near its base, where there was a hematoma 
between the tumor, capsule, and the ligament. 
The surface of a section of the tumor showed a lack 
of uniformity in its appearance and indicated that 
it was made up of several distinct lobes. Such 
lobes were in some places constituted of compact 
tissue of grayish color while in others there was 
evidence of a sanguinary suffusion. In some places 
the superfices showed the occurrence of small 
irregularly scattered cysts varying in size. Where 
the tissue was compact it appeared to be finely 
granular. W. A. BRENNAN. 


Landivar, A. F., and Roffo, A. H.: Eberthian Stru- 
mitis (Estrumitis Eberthiana). Prensa méd., 
Argent., 1916, iii, 49. 

A report is given of a woman of 28 years with no 
particular history, who entered the hospital with 
a round tumor, the size of a mandarin orange, in the 
neck situated in the lower part of the infrahyoid 
region and the lower internal part of the right car- 
otid region. The tumor had appeared about a year 
before. Shortly after her entrance typhoid fever 
developed, from which she recovered, and owing to 
the increase in the size of the tumor and the symp- 
toms, the tumor, which contained a large quantity 
of chocolate-colored pus, was removed. Cultures 
made from the pus showed colonies identical with 
Eberth’s bacillus. 

Eberth’s bacillus may cause a thyroiditis or a 
strumitis, according as it locates in a healthy or 
altered gland. But localization in the gland is not 
frequent and Liebermeister and Hoffmann only 
found 6 such abscesses in 1,700 typhoid cases. It 
is usually during convalescence from typhoid that 
such localization occurs. When there is such 
Eberthian bacillus localization previous lesions of 
the gland lend great gravity to the invasion. Such 
was the case reported in which the patient sought 
surgical aid for the removal of a cystic lesion of about 
a year’s standing and in whom some days after 
entrance typhoid appeared with evolution of a 
suppurated typhoid strumitis from which the Eberth 
bacillus was recovered in pure culture. 

The evolution of Eberthian strumitis is variable. 
It may terminate by resolution; suppuration is not 
infrequent, occurring 6 times in 15 according to 
Liebermeister; in rare cases death may ensue due to 
tracheal compression. Evacuation of pus and 
strumectomy is the rational treatment. 

W. A. BRENNAN. 


Warner F.: Branchiogenic Carcinoma. Ann. Surg., 
Phila., 1916, Ixiv, 1. 

A study of the embryology of the neck gives a 

clear idea of the method of development of branchio- 
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genic fistula and cysts, on the one hand, and of 
branchiogenic carcinomata on the other. The 
first branchial cleft is concerned in the formation 
of the external ear and the eustachian tube. From 
the second is formed the tonsil, and from the third 
comes the thymus gland and the parathyroid bodies. 
The failure of either the second or third to close 
may give rise to a fistula or cyst, and from the wall of 
such remnants of the gill-clefts carcinomata may 
develop. When a cancer arises from the second 
cleft, it is situated just below the angle of the jaw 
and in front of, or just under, the sternomastoid 
muscle. It may require differentiation from tumors 
of the carotid body, from endotheliomata, and from 
a variety of benign tumors, such as sebaceous cysts, 
dermoid cysts, blood-cysts, echinococcus cysts, 
tuberculous glands, and even cystic goiters. Cysts 
in the midline, above the thyroid, are usually from 
the unclosed foramen cecum from which the thyroid 
gland is developed. Even microscopically there 
may be considerable difficulty in making a diagnosis, 
as cell differentiation may be so imperfect that the 
tumors simulate endotheliomata in many parts. If 
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Mornard, P.: Anatomic Study of the Lymphatics 
of the Breast from the Viewpoint of the Lym- 
phatic Extension of Cancer (Etude anatomique 
des lymphatiques de la mamelle au point de vue 
de Vextension lymphatique des cancers). Rev. de 
chir., 1916, li, 462. 

The author undertook this study of the lymphatics 
of the breast, at the instigation of Delbet who was 
struck by the frequency of the recurrence of cancer 
of the breast in the subclavicular cavity. The study 
was made in 50 dissection room subjects, the lym- 
phatics of both breasts being injected, thus giving 
100 preparations. 

The result of the study of these preparations has 
been more interesting from the surgical than from 
the anatomical point of view. If the disposition of 
the lymphatics described in the classical texts be 
considered as normal then almost all the subjects 
deviate somewhat from this disposition and may be 
considered as abnormal. Of the 50 subjects in- 
jected, there were only 12 who showed the classical 
characteristics on both sides. These abnormal 
dispositions have, according to the author, great 
importance in the lymphatic extension of cancer. 

The author divides his material into the following 
types: 

1. The classical type. 

2. Type with lymph-trunks extending to the 
humeral chain. 

3. Type with double lymphatic pedicle. 

4. Type with lymphatics between the pectorals. 

5. Type with trunks direct to the subclavicular 
ganglions. 
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a branchiogenic tumor is glandular in type, it has 
been derived from embryonic inclusions of epithe- 
lium derived from the infolding of the entoderm 
forming the inner clefts; if squamous-celled, it is 
derived from either entoderm or ectoderm. 

The mortality of branchiogenic carcinomata is 
very high. This is due in part to its location among 
important structures of the neck, and also to the 
extreme malignancy of the tumor. Operations for 
the relief of patients suffering from such tumor 
growths are always serious owing to the attach- 
ment to the deeper structures of the neck, such as 
the pneumogastric nerve and the carotid artery. 
The mortality, according to McKenty, is 1oo per 
cent, and if there is to be any reduction in this 
mortality, operations must be undertaken earlier in 
the growth of the tumors. Any hard swelling in the 
region of the branchiogenic clefts should immediate- 
ly arouse suspicion, especially if associated with 
pain as a prominent symptom. 

The author reports one case with a careful his- 
tologic sectional examination of the tumor. 

GaATEWOoD, 


THE CHEST 
6. Type in which the injection has reached the 
internal mammary chain. W. A. BRENNAN. 


Royce, C. E.: Sarcoma of Scapula; Histological 
Diagnosis Made by Study of Blood Aspirated 
from Pulsating Portion of the Tumor. Surg., 
Gynec. & Obsl., 1916, xxiii, 74. 


A cytological study of blood aspirated from a 
pulsating tumor mass was carried out in the follow- 
ing way. The blood was allowed to clot and then 
fixed in formalin when paraffin sections were made. 
These showed numerous islands of tumor-cells 
typical of small round cell sarcoma. Before the 
article was published the performance was repeated 
with what was clinically a lymphosarcoma of the 
cervical region. The results were as in the first 
instance. 


Picqué: Clinical, Cytological, and Therapeutical 
Study of Wounds of the Chest in an Ambulance 
at the Front (Etude clinique, cytologique et théra- 
peutique sur les blessures de poitrine, dans une 
ambulance de l’avant). Bull. et mém. Soc. de chir. 
de Par., 1910, xlii, 1903. 

The studies made by Picqué are based on 45 cases 
of haemothorax observed in his ambulance service 
at the front. Previous discussions of the treatment 
of chest wounds had led to conclusions favoring a 
vigilant expectant policy reinforced by punctures 
and pleurotomy to avoid the infective complica- 
tions which usually mark the evolution of such 
wounds. As there were no precise rules as to the 
exact time that pleurotomy should be done, Picqué’s 
researches were directed particularly to the elucida- 
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tion of this point. His procedure in the case of man- 
ifest hamothorax has systematically been progres- 
sive evacuation by partial and repeated punctures. 
Every second day he, withdrew from 150 to 250 
ccm. of fluid until the pleura was drained, which 
generally occurred by the tenth day. Each punc- 
ture was followed by a strict laboratory examination 
of the fluid and if the surgeon found that the indica- 
tions thus furnished warranted it a thoracotomy was 
at once performed. In such cases generally the 
macroscopic aspect of the fluid alone would have 
warranted delay. Picqué thinks that this strict 
co-ordination of surgical practice with laboratory 
results is essential in wounds of the chest and that 
intervention must not be deferred until pus is mani- 
fest in the pleural exudate. The appearance of 
pus in fluid infected by anaerobic germs is tardy and 
to await it is to risk the possibility of pleural septi- 
camia in the patient. 

The general findings in the cytologic examination 
of pleural fluids shows that by the seventh day, in a 
haemothorax evolving aseptically, there is eosinophil- 
ia. Lymphocytosis is observed in the declining 
period of haemothorax. The presence and inten- 
sity of Gmelin’s reaction may be considered a sign 
of favorable prognosis. 

A hemothorax which after the first week persis- 
tently shows a permanent and progressive neutro- 
phile polynucleosis is to be watched carefully. In 
these cases infection is marked and may only become 
manifest after a long interval. 

Blood examinations show that the early appear- 
ance of bile pigments in the serosity of the hamo- 
thorax and a positive Gmelin reaction from the 
second day is an index of a good prognosis; on the 
other hand the persistence and intensity of hamo- 
globin reaction and the absence of bile pigments is 
unfavorable. 

Picqué insists that in watching for the signs of 
infection, not alone the cytological reactions but 
the haematological and clinical findings must be con- 
sidered all together, especially when the pleura is 
invaded by an anaerobic germ of the character of 
bacillus perfrinens. W. A. BRENNAN. 


Robinson, S.: Thoracic Diseases; the Status of 
Surgical Therapy. /. Am. M. Ass., 1916, xvii, 550. 
The author laments the fact that treatment of 
diseases of the lungs, pleura, and mediastinum is in 
a chaotic state. No region of the body demands the 
combined efforts of the physician and the surgeon 
as does the pleural cavity. In cases of pneumonic 
abscesses, he urges early consultation, in order that 
we may determine when spontaneous recovery is 
doubtful and when operative risk begins to increase. 
In chronic lung abscesses, he claims less success, 
but sees only limited accomplishments from efforts 
with vaccines, climatic influences, and hygiene. 
Early compression therapy, in chronic abscesses, 
he believes does a great deal of good, and he prefers 
to operate to strip adhesions in cases in which arti- 
ficial pneumothorax has been unsuccessful in collaps- 


ing the infected lung, rather than, later, to perform 
a drainage operation in a thoroughly septic patient. 
Bronchiectasis he believes to be a chronic, incurable 
disease and holds little hope for successful surgical 
treatment of the same, nor does he believe the truth 
of the reports of artificial pneumothorax being 
curative. 

Emphysema surgery offers but one operation, 
namely, removal of several costal cartilages on 
one or both sides; while this removes the distressing 
symptoms it does not cure. Heart and kidney com- 
plications and suppurative bronchitis are contra- 
indications. 

Often the surgeon fails to find pus at the exact point 
recently located by the needle; sometimes the drain- 
age tube is not placed in the bottom of the cavity; 
at other times suction is applied at the expense of 
drainage, or drainage is used without providing 
for the expansion of the lungs. 

If at the end of eight weeks an operative case of 
acute empyema is still draining, Robinson advises 
against the removal of the drainage tube, injecting 
various pastes and solutions, or administering vac 
cines, till the surgeon has again been called; he may 
advise redrainage and freer drainage at a lower point. 
The advisability of opening the chest wider and 
freeing the lungs of its adhesions to prevent such 
fixation as will otherwise result in chronic empyema 
should also be considered. Should the empyema 
disorders continue for four or five months, probably 
decortication of the lungs or some form of osteo- 
plastic operation to obliterate the cavity is indicated. 

In the management of tuberculosis, the author 
believes radical and dangerous operations should be 
suspended until more is learned as to the actual 
value of collapse therapy and artificial pneumotho- 
rax. Drainage of tuberculous cavities, as a profit- 
able surgical measure is not well regarded; the only 
justifiable and mechanical procedure in pulmonary 
tuberculosis at this time, the author believes, is 
collapsing the lung by the introduction of nitrogen 
or a fluid into the pleural cavity. 

In cold abscesses, tubercular rib, and necrosis of 
the chest wall, drainage or excision of the abscess 
area alone is indicated. Free drainage or excision, 
plus the maintenance of the hygiene advised for 
tuberculosis, is the sole source of success. 

Where there are other suppurations of the chest 
wall, Robinson suggests the following routine: 
(1) examination of the stereoscopic radiogram; 
(2) examination of the ribs with the roentgen ray; 
(3) study of the mediastinal shadow. 

In cases of lymphosarcoma, radium and_ the 
roentgen ray are the only treatments. If myxo- 
chondrosarcoma of the ribs is present, radical re- 
moval with the involved ribs may be performed, 
with or without opening the underlying normal 
pleura, but the author emphasizes that only a total 
extirpation, followed by roentgen therapy during 
convalescence, should be employed. An explora- 
tory thoracotomy, he believes, should be a safe 
procedure to be used in doubtful cases of early, 
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localized, malignant tumor of the lung. In ob- 
struction of the oesophagus from carcinoma, he 
performs, first, early gastrostomy, then brings the 
cesophagus to the surface at some point above the 
stricture; a new oesophagus is manufactured from 
the greater curvature of the stomach and brought 
subcutaneously to the upper thoracic region in close 
approximation to the presenting proximal end. 
The two are sometimes successfully connected, 
either by sutures or tubing, and then, and not till 
then, is intrathoracic extirpation of the oesophageal 
cancer to be considered. Emit C. RopirsHex. 


Lilienthal, H., and Ware, M. W.: Recent Progress 
in the Operative Treatment of Empyema of the 
Thorax. Med. Rec., 1916, xc, 89. 

The First Surgical Service of Mt. Sinai Hospital 
has for the past two years endeavored to develop a 
line of treatment in empyema commensurate with 
the therapy of infectious processes in other parts of 
the body. This has been along two lines: (1) the 
relief of intrathoracic pressure immediately threaten- 
ing life, and (2) the establishment of a state which 
would make possible a complete recovery with a 
minimum of complications and without deformity. 

Practically all patients are X-rayed, a procedure 
of incalculable value. In encapsulated cases and 
chronic general empyema the affected side is apt 
to show a contracted chest rather than distention. 
Likewise, encapsulation is beautifully shown so that 
the most favorable point for drainage may be de- 
termined before operation. ‘The differential diag- 
nosis between residual empyema and pneumonia is 
often cleared and foreign bodies located. 

Diagnostic puncture should only be done within a 
few hours of operation, and is absolutely contra- 
indicated in lung abscess. 

For anesthesia, ether should be avoided if 
possible as too irritating. Local, regional nerve- 
blocking or nitrous oxide-oxygen is recommended. 

Patients admitted cyanotic and gasping, with the 
heart embarrassed by dislocation, are relieved by 
minor thoracotomy which is merely the provision 
for immediate drainage without rib resection. 
Further operative interference is withheld until 
later. In 24 cases, 4 died, due to pneumonia, 
general severe sepsis, median suppurative otitis, and 
metastatic abscesses. 

When healing was prolonged and the condition 
suitable major thoracotomy was done. This 
consisted of a long incision in the seventh or eighth 
interspace, careful incision of the pleura, separation 
of the ribs by the retractor, and exploration. Un- 
less adhesions to the chest wall separate easily, they 
should be untouched. If inoperable pulmonary 
lesion is found resection of a rib with periosteum is 
advised to allow long-continued drainage without 
tubes. If the lung is bound down by tough exu- 
date, enough of this is removed to allow of free lung 
expansion. Secondary abscesses are opened up and 
adhesions to the diaphragm are very carefully 
liberated. 
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Having mobilized the lung the wound is closed as 
a rule without drainage, although small anterior or 
posterior drains may be used. In 26 cases, 5 
died, due to gangrenous pleurisy, pneumonia, and 
sepsis. 

Emphasis is put on the fact that major thoracot- 
omy is a secondary procedure and should not be 
used in desperately ill patients. It has the ad- 
vantages of good exposure, slight hemorrhage, little 
danger, and no subsequent deformity. Instead of 
mobilizing the chest wall and bringing it down to 
the lung, the lung is mobilized and brought out to 
the chest wall. 

The author urges the abandonment of routine 
treatment and the individualization of each case. 

P. M. CHASE. 


Lewin, P.: Chylothorax; Report of a Case. Am. 
J. M. Sc., 1916, Cli, 71. 

The author reports the first 50 cases of chylothorax 
onrecord. He defines it as a condition in which the 
pleural cavity contains chyle. This may be caused 
by a rupture of the thoracic duct or its radicles, or by 
some pathological condition of their walls, whereby 
the contents may be transuded into the pleural 
cavity. 

The diagnosis depends upon four factors: (1) physi- , 
cal examination; (2) roentgen-ray examination 
demonstrating fluid in the chest; (3) history of 
trauma, new-growth, or liability to obstruction; 
(4) aspiration and examination of fluid, chemically 
and microscopically. The most important examina- 
tion is physiological to determine whether it is true 
chyle. 

Carlson proved that the fluid in the case reported 
was chyle. About 11 liters in all were removed. 
The glands removed from below the right costal 
margin and the inguinal region were found to be 
lymphosarcomatous. 

The treatment of the condition depends upon the 
cause. In those cases due to chronic obstruction, 
aspiration, rest in bed, and nourishing foods are 
indicated. A word of caution as to paracentesis: 
Too much should not be removed at one time, 
because (1) of the disturbance of balance of the cir- 
culatory pressure and (2) when the pressure exerted 
by the fluid is released it favors the exudation of 
more. Cases due to chest injury are treated simi- 
larly. Where the cause is injury during operation, 
as for removal of carcinomatous or tuberculous 
lymph-nodes in the neck, the duct may be ligated, 
resected, or packed. 

Lewin sums up the probable pathology of his case 
as follows: 

“The patient had lymphosarcoma of the mesen- 
tery. Metastasis occurred in the inguinal, axillary, 
and abdominal wall lymph-glands and in the 
thoracic duct. The tumor growing in the duct, or 


metastases in the mediastinal lymph-glands caused 
obstruction, partial or total, of the duct with con- 
sequent transudation of chyle into the pleural 
cavities.” 


ill 
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Beck, E>G.: Bismuth Paste in Chronic Suppurative 
Sinuses and Empyema; Incorrect Technique 
as a Cause of Failure in Its Application. J. 
Am. M. Ass., 1916, Ixvii, 21. 

Beck briefly reviews the history of the use of 
bismuth, and points out the usual mistakes in its 
use. Several illustrative cases are quoted to em- 
phasize each point. 

Ten years ago the use of bismuth paste was in- 
troduced into surgery. In this length of time 
various surgeons report results varying from 12.5 
to roo per cent of cures. The author believes this 
lack of uniformity is due to faulty technique. 

It must be remembered that a sinus is merely a 
contracted abscess cavity and such may have nu- 
merous openings with many tortuous ramifications 
or channels. ‘Two cases are given illustrating this 
point. Further, about 20 per cent of all diagnosed 
cases of rectal fistule are in reality sinuses from 
spinal or hip-joint diseases. Two illustrative cases 
are given. 

The advantages of the bismuth method are two: 
(1) It helps to avoid useless operations. (2) It 
produces results without operation. As a diagnostic 
aid its value is incalculable. 

The technical errors usually committed that pre- 
vent success are: 

1. The paste is not smooth but contains small 
lumps of bismuth or has water in it. 

2. The mixture is not properly liquefied by heat. 

3. Instruments are often improvised. 

4. Undue force is used in injection. 

5. The entire sinus tract is not completely filled. 

6. Too frequent injections are made. 

7. Sufficient time is not allowed to enable the 
paste to do the work. 

The proper technique is: 

1. Stereoroentgenograms previous to injection 
to detect foreign bodies or sequestra. 

2. Bacteriological examinations of secretion. 

3. Injection. No attempt should be made to 
cleanse the sinuses and an assistant should occlude 
all accessory openings. 

4. A second set of X-ray plates to discover the 
original focus of infection. 

5. Sterile dressing over all and rest for a few hours. 

6. The dressing is changed the next day. If the 
discharge has changed to a thin serous one a good 
outcome should be expected and _ bacteriological 
examination will show an absence of infection; no 
further injection is necessary. 

7. If the discharge continues purulent, the in- 
jections are renewed at intervals of five or six days. 
Further discharge — after 4 to 6 weeks — means 
sequestrum or inaccessibility of original focus to the 
paste. 

Regarding poisoning by bismuth the author be- 
lieves with care this may be avoided. In over 1,800 
cases he has had no evidences of absorption. 

Beck’s conclusions are that: 

1. Failures are principally due to faulty technique 
or carelessness. 


2. The results obtained by surgeons warrant the 
general use of the method. 

3. X-ray plates should be used to control the 
treatment. 

4. Poisoning can be avoided and is now a rare 
occurrence. P. M. CHASE. 


Gaudiani, V.: The Surgical Treatment of Suppu- 
rations in the Posterior Mediastinum. Ann. 
Surg., Phila., 1916, lxiii, 523. 

Abscesses in the posterior mediastinum must be 
treated by incision through the dorsal or cervical 
route. Nassilow in 1888 proposed the posterior 
route, and all abscesses in the posterior mediastinum 
may be successfully opened by the dorsal incision, 
but its real indication is for ‘cavities located below 
the arch of the aorta, from the fourth to fifth dorsal 
down. All abscesses situated at the level or above 
the fourth dorsal may be successfully opened and 
drained through a cervical incision. Cervical 
mediastinotomy has a rather wide range, principally 
because of the fact that many abscesses have their 
origin from the superior part of the cesophagus or 
from the retropharyngeal space and only secondarily 
migrate to the chest. According to von Hacker, 
who introduced the cervical route, abscesses which 
originate in the superior part of the mediastinum 
have no tendency to spread downward, but easily 
migrate toward the neck. He also believes in cases 
of oesophageal perforation that a routine gastros- 
tomy should be done, but Gaudiani states that this 
is unnecessary and that each case should be treated 
individually in this respect. Gaudiani does not 
believe that clinical experience justifies the proposal 
of Ziembiecki, that is, the performing of both the 
cervical and dorsal operation in every case. 

After a review of the 8 cases reported in the litera- 
ture, the author adds 2 of hisown. One, a diabetic, 
had an incision made under local anesthesia along 
the anterior border of the sternocleidomastoid, and 
a cavity was found which extended behind the 
cesophagus as far as the finger could reach. A 
second opening was made along the posterior border 
of the muscle and the patient placed in the Tren- 
delenburg position for a few days. He entirely 
recovered in two months. The second case, a man 
who had swallowed a small fishbone one week before 
he was seen by the author, was treated in the same 
manner, but death followed in two days from acute 
bronchopneumonia. GATEwoop. 


TRACHEA AND LUNGS 


Luc, H.: Contribution to the Technique of Tra- 
cheotomy in the Adult (Contribution to the 
technique de la trachéotomie chez l’adulte). Presse 
méd., 1916, p. 330. 

Luc’s experience in the execution of tracheotomy 
during the present war has given him the oppor- 
tunity of simplifying this procedure and his report 
is made because he thinks that his simplified method 
reduces the accidental risks of the operation. 
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He makes the usual median incision; begins at the 
top of the superior border of the cricoid cartilage 
and proceeds downward for about 5 cm. ‘The cut 
parts are kept well separated by an assistant. ‘The 
cricoid is rapidly denuded and exposed, as well as 
the upper part of the trachea. When the first 
tracheal ring is exposed a straight tractor is applied 
to the lower angle of the wound and strong down- 
ward traction exercised. This results in a slipping 
of all the pretracheal tissue and the air passage is 
in consequence denuded for a length corresponding 
to the size of the incision. ‘The bistoury is then 
applied in the tracheal wall and the rings incised 
from below upward. The cannula having been 
fixed the tractor is removed. A few sutures of the 
wounds, particularly above the cannula, completes 
the operation. 

Luc’s colleagues who have followed this procedure 
have been struck by its extreme simplicity and also 
by the reduction of the duration of the operation. 
Luc draws particular attention to certain pre-opera- 
tive measures which must be carefully attended to 
in order that the operation may be performed with 
ease and success. W. A. BRENNAN. 


Lilienthal, H.: The Therapeutics of Chronic Non- 
tuberculous Suppurative Bronchiectasis. 
Surg., Phila., 1916, lxiv, 8. 

During the past few months there have been 
eight cases of post-operative bronchiectasis follow- 
ing tonsillectomies and adenoid removals under 
general anesthesia in Mt. Sinai Hospital. Wessler 
states that 28 per cent of all lung suppurations 
coming to the X-ray department of that hospital 
followed operations of this character. ‘The long- 
continued presence of any foreign body in a bronchus 
will almost invariably cause a bronchiectasis. Some 
of these cases will recover under medical treatment, 
but there are a number who, after all medical means 
have been exhausted, still have a profuse foul ex- 
pectoration, periodic attacks of septic fever, and the 
continued fear of pulmonary haemorrhage. This 
class of patients the author believes should be treated 
surgically. 

The most important sign of this disease is the 
cough with easily raised, profuse, mucopurulent 
sputum, and complete remissions of from several 
hours to several days. By the aid of the X-ray, 
changes not demonstrable by the older methods are 
frequently shown, but the X-ray should be used in 
conjunction with the history and the bronchoscope, 
a most important means of diagnosis. Clubbing 
of the fingers may be present and vanish entirely 
with the cure of the disease. The general condition 
of the patient is dependent largely upon the amount 
of sepsis present. Diagnosis should be made with- 
out the aid of the diagnostic puncture which may 
cause injury to the blood-vessels and nerve-trunks, 
not to mention infections of the pleural sac. 

Surgical treatment of such cases must depend 
upon the careful selection of cases. In the present 


state of surgery, bilateral chronic pulmonary in- 
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volvement should be considered as a contra-indica- 
tion for radical operation, and, even in unilateral 
cases, the disease may be too far advanced to per- 
mit of radical removal. Palliative operations are 
almost as dangerous as extirpation, and the improve- 
ment is rarely such as to enable the patient to go 
about his work. The method of procedure de- 
scribed by the author differs somewhat from that 
generally adopted. While radical operation is a 
dangerous procedure, it is the only method which 
holds out any hope of cure. It has been used in 
seven cases by the author with four complete 
cures. 

Preceding extirpation of a lobe, the patient should 
be kept in the position which will cause partial or 
complete emptying of the cavity. About one hour 
before the operation a dose of atropine and morphine 
is given, and before administering the anesthetic, 
the thighs close to the body are compressed with 
ligatures to prevent venous return. Ether has been 
used sparingly, and in most cases nitrous oxide and 
oxygen have been used. Although the first to em- 
ploy intratracheal anesthesia, the author now 
believes that intrapharyngeal insufflation is better 
and safer. 

For operation, the patient is placed in the lateral 
or lateral-prone position with the healthy side down. 
The incision for the resection of the middle or lower 
lobe should be made in the seventh or eighth inter- 
space, beginning at the angle of the ribs and running 
forward to the anterior axillary line or even farther. 
The muscles having been divided down to the 
endothoracic fascia, the ribs are separated with 
blunt retractors, and the pleura incised with great 
care to avoid the wounding of an adherent lung. 
The.pleura is usually entered near the posterior end 
of the incision and the opening enlarged forward. 
Pressure packing with gauze being out of the ques- 
tion in endothoracic surgery, one must be sure that 
there is an easy approach to any point of possible 
hemorrhage. Mobilization of the focus of infection 
must be managed with caution, but the lobe must be 
freed not only from the adhesions to the chest wall, 
but also from the adjacent lobe. Adhesions be- 
tween the uninvolved lobes and the chest wall should 
not be disturbed as their presence safeguards against 
the collapse of the lung and. against the dangerous 
“fluttering” of the mediastinum. After the lobe 
to be resected has been mobilized, the entire pedicle 
is clamped with a powerful crushing forceps and 
secured with chain ligatures of strong chromic cat- 
gut. Then, cutting away the lobe, the vessels are 
secured separately beyond the ligature and the 
bronchial stumps carbolized with no attempt to 
invert. If there are no adhesions of the remaining 
lobes of the lung, a transfixion ligature should be 
placed through the stump and the ends, which have 
been left long, tied over a safety pin fixed outside 
the wound. This will prevent flapping of the 
mediastinum. As it is impossible to obtain primary 
union in this type of cases, ample drainage must be 
provided for. Convalescence is slow and often 
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stormy, but all of the author’s cases which were 
cured were entirely well in from two to four months. 
GATEWOOD. 


Jackson, C.: Bronchiectasis and Bronchiectatic 
Symptoms Due to Foreign Bodies. Penn. 
M.J., 1916, xix, 807. 

The repetition of bronchiectatic symptoms in 
the histories presented by many cases in his tube 
work leads the author to conclude that every case 
of bronchiectasis, chronic bronchitis, pulmonary 
tuberculosis, pulmonary abscess, or chronic cough 
should be radiographed regardless of the certainty of 
diagnosis. 

Every case in which the patient mentions the 
possibility of having aspirated or swallowed a for- 
eign body should be studied radiographically, even 
though the foreign body is not dense to the ray; and 
if any symptoms of bronchial irritation arise even 
in the face of a negative ray, bronchoscopy is in- 
dicated. 

Obstruction by a foreign body gives rise to a 
condition of ‘drowned lung” which simulates 
bronchiectasis, differing from pulmonary abscess 
in that the pus is contained in otherwise nearly 
normal passages and may lead to true bronchiecta- 
sis if the foreign body is not removed. 

ELLEN J. PATTERSON. 


Jackson, C.: Endothelioma of the Right Bronchus 
Removed by Peroral Bronchoscopy. 7r. Am. 
Laryngol. Ass., Washington, 1916, May. 

A man of thirty-five had complained of wheezing, 
cough, and mucopurulent expectoration of five years’ 
duration. For two years he had been treated for 
tuberculosis, though bacilli had never been found 
in the sputum. The diagnoses of various clinicians 
had been: tuberculosis, chronic right-sided bron- 
chitis, monolateral (right) asthma. DaCosta had 
made a correct diagnosis of stenosis of the right 
bronchus. <A radiograph showed a dense shadow in 
the lower right lobe, and in consultation diagnostic 
bronchoscopy was urged. 

The author found and removed bronchoscopically 
a pedunculated tumor which had made for itself a 
dilatation in the right bronchus. The patient 
entirely recovered in two weeks, and expectoration 
disappeared completely at the end of four weeks. 
At the end of ten months the patient had gained 
twenty-six pounds in weight and was _ perfectly 
well. The pathologist reported the growth to be 
endothelioma. The author reaches the following 
conclusions: 

1. Diagnostic bronchoscopy is indicated in cases 
of monolateral “asthma,” bronchitis, bronchial ob- 
struction, and in cases of tuberculosis where per- 
sistent search fails to show tubercle bacilli. 

2. Peroral bronchoscopic removal of an endo- 
bronchial tumor is feasible under local anesthesia. 

3. General anesthesia might permit the clotting 
of blood in the lower bronchi before expulsion, in- 
volving septic risk. 

4. Peroral bronchoscopic removal may be justi- 


fiable in a malignant endobronchial growth if small, 
circumscribed, and not ulcerated. 

5. As this is the only recorded case of apparent 
cure of an endothelial endobronchial tumor by 
peroral bronchoscopy, and only the second endo- 
scopic removal of any form of malignant growth 
from a bronchus, it would be unwise to make too 
many or too sweeping deductions. 

Orro M. Rorr. 


Piéry: Indications for the Extraction of Intra- 
pulmonary Projectiles (Les indications de 
Péxtraction des projectiles —intra-pulmonaires) 
Presse. méd, 1910,.p. 274. 

Piéry points out that pulmonary surgery is a 
growth of the past ten years, but that despite its 
progress surgeons generally were scarcely prepared 
for the recent report by Marion in which he relates 
the extraction of intrapulmonary projectiles from 
27 wounded men by a simple operatory technique 
and without any subsequent mishap. Neverthe- 
less, the reports submitted by other operators are 
not quite so optimistic and Piéry thinks that we can 
scarcely yet adopt Marion’s dictum that all intra- 
pulmonary projectiles without distinction should be 
removed, and his aim is to find precise indications 
for attempting such extractions. 

Basing his remarks on the observations of more 
than roo cases of penetrating gunshot wounds of the 
chest, Piéry finds that habitually there is good 
tolerance of intrapulmonary projectiles. More- 
over, every penetrating chest wound with or with- 
out lodgment of a projectile is characterized by the 
simultaneous production of a pneumonic process 
and a haemothorax. The essential fact which the 
surgeon should note is that there is a slow resolution 
of this pneumonia and a slow resorption of the 
hemothorax. This slow evolution is observed 
whether or not there is a retained projectile. Such 
clinical showings warn that patience and abstention 
should be observed until such time as a spontaneous 
recovery is effected. 

There are, however, two complications, pulmonary 
abscess and persistent hemoptysis, which appear to 
Piéry to clearly indicate operations. ‘These com- 
plications are generally very rare, the first having 
been observed by him only twice in over 100 cases 
and the second not at all. If these appear or there 
is a syndrome of dyspnoea, tachycardia, and thoracic 
pain, persistent for five or six months after injury, 
operation should no longer be deferred. If the 
foreign body is voluminous or irregular in shape 
these conditions also indicate operation. Operation 
should as far as possible be deferred until after 
resolution of the hemo-pleuro-pneumonic syndrome, 
as there is then less to fear from suppuration due to 
haemothorax. The experience gained from thera- 
peutic pneumothorax shows that there need be 
little fear of post-operative pneumothorax; in fact 
Piéry counsels surgeons to seek it systematically 
in order to obtain hemostasis and also a more cer- 
tain and rapid cicatrization. W. A. BRENNAN. 
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Packard, F. R.: Removal of a Fragment of a Tra- 
cheotomy Tube from the Lung, Six Years 
After Its Inspiration. 77. Am. Laryngol. Ass., 
Washington, 1916, May. 

An Italian, thirty-three years old, twelve years 
previous to the present complaint, had had typhoid 
fever, necessitating intubation. On removal of the 
intubation tube tracheotomy was performed and he 
has worn the tracheotomy tube ever since. The 
past six years he had suffered from violent attacks 
of coughing, accompanied by expectoration of blood 
and much pain in his chest. An X-ray examination 
revealed a foreign body lodged in the right bronchus 
opposite the left intercostal space. The patient was 
etherized and the foreign body removed by means 
of the Jackson bronchoscope. The symptoms 
cleared up but the patient refused to allow the 
tracheotomy wound to be closed, although it seems 
that this might have been done readily and his 
proper method of breathing restored to him. 

Orro M. Rorr. 


Duval, P.: The Late Extraction of Intrapulmo- 
nary Projectiles; Operative Technique of Lung 
Surgery (De l’extraction tardive des projéctiles 
intra-pulmonaires; technique opérative de la chir- 
urgie du poumon). Rev. de chir., 1916, li, 365. 

Duval has removed 40 intrapulmonary projectiles. 
From the anatomopathologic standpoint he recog- 
nizes three varieties of lesions: (1) projectiles con- 
tained in an inflamed pulmonary area, either totally 
adherent or not to the fistulized thorax; (2) pro- 
jectiles contained in a healthy lung free from all 
adherences with the thorax, diaphragm, or medias- 
tinum; (3) an intermediate variety, the projectile 
being contained in a normal lung, but with accom- 
panying sanguinary pleural effusion, or pleural, 
parietal, or other adherences. 

In each of these varieties the indications and 
operative technique are different. In the first 
variety extraction of the projectile is imperative; in 
the other two varieties it is questionable. The 
author’s personal view, based on experience, is that a 
foreign body in the lung is never perfectly tolerated 
and that this is an indication for its extraction. 
Exact localization can be effected radioscopically 
and extraction does not present any serious diff- 
culties. Saissi’s compass gives the approximate 
localization and definite localization is effected by 
the Hirtz method. The shortest anatomic route 
is then selected. 

There are three methods of extraction: those of 
Marion, Mauclaire, and the author. Marion, to 
avoid pneumothorax, sutures the free lung to the 
parietal pleura. Mauclaire, under the X-ray, 


penetrates directly through the pleura and lung, 
after or without rib resection, and closes the pleura 
without suturing the pulmonary incision. 

In Duval’s technique he makes a wide penetration 
of the pleura, with total pneumothorax; then the 
lung is seized with the forceps, drawn outside the 
thorax, and exteriorized much in the same way as 
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a loop of intestine out of the abdomen; the pro- 
jectile is palpated, the lung incised, then completely 
sutured, replaced in the thorax, and the walls 
sutured. 

The author thinks that Mauclaire’s technique is 
justifiable only in grave critical conditions. It 
leaves the pulmonary incision gaping in the pleura 
and is likely to cause infection and after-troubles. 
Duval thinks that French surgeons have long since 
shown the unreality of the fear connected with sur- 
gical pneumothorax. It does not present any par- 
ticular danger when the cardiopulmonary apparatus 
is normal. 

The author’s technique is based on the innocuity 
of slow and progressive surgical pneumothorax. 
This method allows easy extraction, complete mi- 
nute suturing of the lung, ligature of vessels if re- 
quired, and re-integration of the lung in a free pleura. 
It avoids operatory adherences. It is the author’s 
habit after closure of the thorax to aspire any re- 
maining pleural air by simple puncture. 

When the lung is healthy but bound by simple 

pleural adherences the author practices pneumolysis, 
detaching the adherences by the bistoury or scis- 
sors. In other cases of adherences practice has 
shown that wide pleural penetration is without 
danger; that exteriorization of the lung can be made 
without causing any functional disturbance of 
the thoracic organs; and that the lung can be freed 
from adherences similarly to an intestinal loop being 
freed from its pathologic connections; that the lung 
can be incised, sutured, “peritonized,’”’ and that 
all these procedures in a healthy lung, may be con- 
sidered as aseptic and without danger to the 
pleura. 
_ This very special surgery of intrapulmonary pro- 
jectiles is therefore a complete modification of pul- 
monary surgery in general. The lung is no longer 
to the surgeon the redoubtable organ that it was 
before this practice of war surgery. 

The author describes his technique in detail. 

W. A. BRENNAN. 


Denéchau: The End-Results of Pleuropulmonary 
Wounds by War Projectiles (Les suites éloignées 
des blessures pleuro-pulmonaires par projectiles 
de guerre). Presse méd., 1916, p. 329. 

Denéchau deduces certain conclusions from a 
study of 50 chest injuries analyzed clinically and 
radioscopically at periods ranging from fifteen to 
twenty-four months after the injury. About 80 
per cent of these cases appear to be in excellent 
condition, but all however show more or less physi- 
cal signs which constitute a regular syndrome of 
end-results. The disturbances noted are more or 
less constant pain provoked by cough or rapid walk- 
ing and located at the entry or exit orifice of the 
projectile; dypsnoea noted in about one-third of the 
cases, never very intense, but is an obstacle to active 
life; dry slightly painful cough is also frequently 
noted. In the great majority of cases there is a 
notable diminution in thoracic expansion as well as 
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notable modifications in the thoracic transparency 
under the radioscope. 

While most of these disturbances may be amelio- 
rated by respiratory gymnastics, there may be com- 
plications. These complications are mostly of the 
infectious order, particularly pleuropulmonary tu- 


berculosis. Infection may show as purulent pleu- 
risy, abscess, or gangrene. Such latent infection is 
the real danger resulting from the retention of in- 
trapulmonary projectiles and is an indication which 
authorizes the systematic removal of such pro- 
jectiles. W. A. BRENNAN. 
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ABDOMINAL WALL AND PETITONEUM 

Symth, J.: Abdominal Pain, Especially When 
Associated with Abnormal Temperature, an 
Indication for Caution in the Use of Purga- 
tives. N.Orl. M. & S.J., 1916, Ixviii, 799. 

From a consideration of four cases the author 
reaches the conclusion (1) that the use of purgatives 
in obscure abdominal conditions should be avoided 
and they should never be given when abdominal 
pain is present until such conditions as appendicitis, 
ileus, intussusception, and ulcers have been ex- 
cluded; (2) that abdominal pain with constipation 
and fever is so commonly the result of appendicitis 
that the probability of its presence should never be 
overlooked and that in acute appendicitis purgation 
is dangerous; (3) that until a definite diagnosis is 
made, even nutrient enemata may be withheld for 
18 to 48 hours, while all food and even water should 
be prohibited. E. K. ARMSTRONG. 


Behan, R. J., and Nealon, W. A.: Interperitoneal 
Adhesions. N.Y. M..J., 1916, Gv, 165. 

The authors suienend experiments with 5 per 
cent boric acid in wool fat to prevent adhesions. 
The paste was rubbed in the wound. Up to the 
present time none of, the patients experimented on 
have complained of symptoms which could be traced 
to adhesions, though it is not long enough since the 
first case to determine whether the danger or the 
tendency to adhesive formation has been entirely 
obliterated. In all these cases there has been a 
post-operative elevation of temperature beginning 
within the first twenty-four hours and dropping to 
normal within a few days. The pulse, as a rule, 
does not increase in rapidity. The patient com- 
plains of but little post-operative pain. Because 
of the apparent ease it brings to the patient, its 
seemingly entire harmlessness, and its evident power 
to inhibit adhesive formation, it has become the 
author’s routine to use it in all cases where there is a 
possibility of post-operative adhesive formation. 

Epwarp L. CORNELL. 


GASTRO-INTESTINAL TRACT 


Andresen, A. F. R.: The Fractional Methods of 
Examination of Gastric Contents. Proctol. & 
Gastroenterol., 1916, X, 65. 

Andresen reports his results of analyses of stom- 
ach contents in 212 cases by means of the fractional 
method recommended by Rehfuss. 


The Rehfuss stomach-tube is highly recommended 
in securing the stomach contents. It has the ad- 
vantages of not doubling up in the stomach, not 
impinging on the stomach wall, being easily in- 
troduced, and is small enough to be retained for 
some time without discomfort. With this tube 
specimens of stomach contents are removed every 
fifteen minutes and it has been demonstrated that 
information gained by this method is much more 
reliable than that of taking one single specimen at 
the end of an hour of digestion. 

The test meal recommended consists of two soda 
crackers and six ounces of water immediately fol- 
lowed by the introduction of the tube, which re- 
mains in situ until the stomach is empty, Six to 
eight ccm. are removed every fifteen minutes. 
Care should be taken not to allow the tip of the 
tube to pass the pylorus. The usual technique of 
examination is followed, the Wolff-Junghans test 
being used in all anacid cases. 

In the normal type, mucus appears in the first 
two or three specimens and in the last two or three; 
bile appears after one and one-half to two hours as 
the pylorus relaxes; no blood or lactic acid is ever 
present and the free acid and total acidity gradually 
increase during the first hour, and as gradually de- 
crease until at the end of two and one-half hours 
the stomach is empty. 

In achylia gastrica mucus appears abundantly in 
all specimens; bile often by the end of one-half 
hour. Blood appears in all specimens, due to the 
atrophic, friable condition of the mucous mem- 
brane; free acid is absent throughout, and the total 
acidity is very slightly increased. ‘The Wolff-Jung- 
hans albumin index gradually rises, and the stomach 
is empty in two hours or less. 

In cancer the above findings are observed, ac- 
companied by the constant presence of lactic acid 
and lactic acid bacilli, evidences of stasis, and a 
rapid rise of the Wolff-Junghans index. This latter 
is practically pathognomonic. 

In reflex disturbances bile appears late; blood 
is absent; and the total acidity and free acidity 
after a more or less rapid rise remain high with the 
stomach empty. ‘This indicates a continued hy- 
persecretion, and justifies the diagnosis of an ab- 
dominal inflammatory condition external to the 
stomach. 

In duodenal ulcer mucus appears after two hours; 
bile and blood appear simultaneously after an hour 
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and a half, and the total acidity and free acidity 
increase rapidly and remain high when the stomach 
is empty. The appearance coincidentally of bile 
and blood is diagnostic of duodenal ulcer when the 
tip of the tube is free within the stomach. 

In gastric ulcer blood is found from the first; bile 
appears late; and the acidity curves are exaggera- 
tions of the normal type. 

In all forms of pyloric stenosis the acidity re- 
mains high and the time of emptying is greatly 
prolonged. 

In closing Andresen points out the following: 

1. The Rehfuss fractional method is sufficiently 
practical to replace as a routine the older method of 
a single specimen. 

2. As a diagnostic aid in duodenal ulcer, achylia 
gastrica, and reflex disturbances, it is of sufficient 
value to warrant its use. 

3. In patients unable to afford expensive proce- 
dures it may take the place of the X-ray in diagnosis. 

P. M. CHase. 


Dreesman: Spontaneous Ruptures of the Digestive 
Tube (Ueber spontane Ruptures des Magendarm- 
kanals). Muenchen. med. Wehnschr., 1916, \xiii, 


322. 


By spontaneous ruptures are understood those in 
which there is no alteration of the tissues in which 
they are produced nor does any external force in- 
tervene to occasion them. There is no precise 
limit between traumatic and spontaneous ruptures. 
In the literature a great number of cases of spon- 
taneous rupture of the oesophagus are met with 
which in general have supervened after very heavy 
eating or during a vomiting paroxysm. 

The majority of the subjects were drinkers and 
in such cases there is a certain predisposition which 
caused a species of autodigestion of the cesophageal 
wall. The symptoms of rupture of the oesophagus 
are acute sudden pain, vomiting, and collapse, with 
frequently emphysema in the left supraclavical 
fossa and rapid death. 

Dreesman relates a case observed by him in a 
girl of 14 years who had previously had an amygda- 
lotomy. After the operation there were attacks of 
severe bloody vomiting. On the following day the 
hemorrhage continued, and on the eighth day some 
fever developed; the pulse diminished; and later the 
patient died without any recurrence of the hamor- 
rhage. Autopsy showed the existence of an oesopha- 
geal perforation through which a large quantity 
of foctid liquid consisting of blood and gastric con- 
tents had passed to the pleuritic sac. The cause of 
the perforation must be attributed to a diminution 
of the resistance of the tissues caused by the loss 
of blood, by autodigestion of the oesophageal wall, 
and to the efforts made in vomiting. 

Spontaneous rupture of the intestines are fre- 
quently observed but Dreesman does not know of 
any spontaneous rupture of the stomach. He has 
seen two cases of spontaneous intestinal rupture. 
In one of these the rupture occurred during defeca- 
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tion and was followed by peritonitis, which despite 
a laparotomy resulted in death. In the other case, 
there was a rupture of the transverse colon, the 
patient having been injured by a wagon. The man 
walked home and laparotomy was not done until 
he was removed to the hospital in a moribund state. 
A study of the literature demonstrates that cases 
have been published in which the pains have been 
so slight after rupture that the patients have been 
able to continue at their work for a short time. 
W. A. BRENNAN. 


Sullivan, R. P.: Perforated Ulcers of the Stomach 
and Duodenum. Ass., 1916, Ixvii 330. 


Between September, toro, and March, 1916, the 
author operated on 20 cases of perforated ulcer. In 
this series there were 15 duodenal and 5 gastric 
perforations. Death resulted in one case of per- 
forated gastric ulcer. ‘There were 6 females and 14 
males. The average age was 34 years. The aver- 
age duration of acute symptoms before operation 
was about six hours. The treatment in each case 
was surgical. 

The chief symptoms which led to a_ correct 
diagnosis in these cases were: (1) pain, (2) tenderness, 
(3) vomiting, (4) rigidity, (5) history of previous 
ulcer symptoms, (6) anxiety and restlessness, and 
(7) increasing pulse and rise of temperature. This 
enumeration is considered in the order of frequency 
observed in the series reported. 

In the 15 duodenal cases, multiple ulcers were 
noted in only one instance. The site of the per- 
foration in 12 of these was on the anterior wall and 
in the first portion of the duodenum. In two in- 
stances the perforation was on the upper border 
and close to the pylorus. In one instance the per- 
foration was on the posterior wall and about 1 inch 
from the pylorus. The operative procedure in 
dealing with these cases was as follows: In ro cases 
the perforation was closed by two layers of sutures. 
The abdominal cavity was thoroughly cleansed, 
cither by the sucking apparatus or by mopping out 
with gauze. This was followed by a posterior no- 
loop gastro-enterostomy. Recovery in each in- 
stance was most satisfactory and without any 
marked degree of reaction or discomfort. In 5 
cases the operative procedure was a simple closure 
of the perforation by two rows of suture and cover- 
ing with an omental graft. This was always fol- 
lowed by a thorough cleansing of the abdominal 
cavity by means of the sucking apparatus or mop- 
ping out with gauze pads. In 2 cases no drainage 
was used. In the convalescence of these cases it 
was noted that the patients suffered a great deal 
more pain and discomfort than those in which 
gastro-enterostomy was done. 

The conclusions are as follows: 

1. The diagnosis of perforation of a gastric or 
duodenal ulcer should be made in the majority of 
cases, and the imperative indication is early op- 
eration. 

2. In the treatment of cases of duodenal or pre- 
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pyloric perforations, gastro-enterostomy can safely 
be added if patients come to operation within ten 
hours after the onset of symptoms. 

3. Simple closure of the perforation without 
gastro-enterostomy is a safe routine, but later sten- 
osis is more apt to occur. 

4. Drainage can be discarded in early cases, 
especially if operation is performed within six hours 
after the onset of symptoms. 

5. Early use of a liberal diet should be practiced. 

6. A complete study of end-results is a necessity 
before any definite routine can be laid down. 

Epwarp L. CoRNELL. 


Knott, V. B.: Excision Versus Gastro-Enterostomy 
in the Treatment of Gastric Ulcer. Surg., 
Gynec. & Obst., 1916, xxiii, 21. 


As the tissue changes attending most chronic 
gastric ulcers are permanent and as ample statistics 
proving that the larger proportion of cancers of the 
stomach are implanted upon an ulcer base are now 
available, it is urged that in every case of ulcer 
treated surgically, the ulcer be excised when pos- 
sible. As an additional reason for the radical treat- 
ment of gastric ulcer is mentioned the fact that about 
one third of the cases treated by gastro-enterostomy 
without excision or pylorectomy require a second 
operation at which one of these procedures should be 
applied. Ulcers situated near the pylorus, upon 
the anterior wall of the stomach, along the lesser 
curvature involving both the anterior and posterior 
walls and upon the posterior wall, even though at 
times adherent, may in many but not in all instances 
be excised. Gastro-enterostomy must frequently 
accompany excision of an ulcer or ulcers but it is 
urged that whenever excision is possible within safe 
limits that it should be made and the fate of the 
patient not left to gastro-enterostomy alone. 


Lindsay, J. A.: The Diagnosis of Cancer of the 
Stomach. Lance!, Lond., 1916, cxci, 7. 


The author bases his observations on 4o cases of 
cancer of the stomach. The points of interest in 
the paper are as follows: 

t. There is a clear family history of cancer in to 
per cent of the cases. 

2. ‘There was a previous history of gastric ulcer 
in £2.5 per cent of the cases. 

He comments on the discrepancy between physi- 
cians and surgeons as to the frequency with which 
simple gastric ulcer precedes gastric cancer and 
questions the higher frequency which has been men- 
tioned by other surgeons and pathologists. 

He gives the following list of symptoms as those 
which first attracted the patient’s attention. 


No. Per 

Cases cent 

Progressive weakness and anwmia................++- 4 10 


55! 


He states that painful dyspepsia arising for the 
first time in a patient over 4o should lead to inquiry 
for gastric cancer. 

It is of interest to note that in almost one-half 
of the author’s cases the patient had a rise in tem- 
perature. In 71 per cent of the cases there was an 
absence of free hydrochloric acid. ‘Tumor was pres- 
ent in 37.5 per cent of cases. 

In the differential diagnosis he discusses chronic 
gastritis, non-malignant pyloric growth, pernicious 
anemia, and phthisis. 

As regards the increase in cancer of the stomach 
Lindsay states that in 1897 the deaths from cancer 
of the stomach were: males, 135 per 1,000,000; 
females, 123 per 1,000,000. In 1910 the figures were 
males, 185 per 1,000,000; females 155 per 1,000,000. 

D. C. BaLrour. 


Barr, R. A.: The Advantages of Separate Suture 
of the Mucous Membrane in Gastric Surgery. 
Surg., Gynec. & Obst., 1916, xxiii, 23. 

The mucous and submucous coats of the stomach 
make a very substantial structure, and the muscle 
is readily separated from them. By division of the 
stomach wall into two layers, one consisting of the 
peritoneum and muscle and the other consisting of 
the mucous and submucous coats, the ordinary 
operations of resection of the stomach and gastro- 
jejunostomy can be done with less exposure of the 
inner surface of the mucous membrane, and with a 
resulting suture line that is just as secure and much 
more flexible than that secured by the ordinary 
method of suturing through the entire thickness of 
the stomach. The permanent control of hamor- 
rhage can be assured as operation proceeds, since 
the same clamps are not used to control the blood- 
vessels and to keep the stomach cavity closed. 

Pyloric occlusion can be made by submuscular 
resection of the pyloric mucosa, or the resection of 
mucosa can be extended as desired, gaining the ad- 
vantages of unilateral exclusion or pyloric resection 
with an operation of much less difficult technique. 


Richards, O., and Fraser, J.: Paralysis of the 
Intestine After Resection for Gunshot In- 
juries. Bril. M.J., 1916, ii, 9. 

This serious complication seems to occur only in 
the small intestine. It consists in the paralysis 
and distention of the gut immediately above the 
junction which is made after removal of an injured 
coil. The distention ends sharply at this point 
and the bowel below remains in a contracted and 
apparently healthy state. If unrelieved the con- 
dition is rapidly fatal in the same way as any other 
form of acute obstruction. It may occur either in 
cases operated on after a considerable interval, or in 
those which have been dealt with within a few hours, 

The following conclusions are drawn: 

1. Resection of a wounded coil of small intestine 
is sometimes followed by obstruction, the segments 
of intestine above the union becoming distended 
while the segment below remains contracted. 


; 
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2. In cases operated on within a short time of the 
receipt of the injury, the paralysis is probably mainly 
due to some interference with the nervous mecha- 
nism, caused by the injury itself and the resultant 
shock and increased by other causes; for example, 
local peritonitis. 

3. In cases operated on after a considerable in- 
terval a further cause is that continued obstruction 
and consequent septic absorption render the bowel 
above incapable of rapid recovery. 

4. Acase in which this complication has occurred 
may possibly be saved by a subsequent short-cir- 
cuiting of the affected coil. Epwarp L. CorneLt. 


McWhorter, J. E., Stout, A. P., and Lieb. C. C.: 
The Process of Repair in Wounds of the Small 
Intestine. Surg., Gynec. & Obst., 1916, xxiii, 80. 


The authors’ observations deal with the process 
of repair in the small intestine following resection of 
both a normal and a gangrenous loop. The results 
obtained are based on the following experiments: 
(1) the determination of the hydrostatic pressure 
that a repairing intestinal wound will withstand; (2) 
the effect of transverse division and suture on seg- 
mentation; and (3) an observation of the gross and 
microscopic phenomena of repair. 

The results are summed up as follows: 

The non-infected suture line withstood an internal 
pressure of over one pound per square inch. This 
resistance to leakage’ was as marked immediately 
following the operation as it was at any time there- 
after. 

2. In the non-infected specimens the gut showed 
segmentation to within 5 mm., while in the gangren- 
ous ones no segmentation occurred within 15 mm. of 
the suture line. 

3. Repair began at once with the coagulation of 
the exudate that filled the space between the two 
approximated surfaces. 

4. Fibrous union occurred in from seven to ten 
days. 

5. The denuded surface was covered with imma- 
ture mucosa in about twenty-three days, while 
regeneration was complete in about two months. 

From the above results it was concluded that fluid 
and food may be given immediately after operation 
without danger of leakage in the sutured small 
intestine. 


Vilvandré, G.: Appendicitis; Its Radiodiagnosis. 
Arch. Radiol. & Electrotherap., 1916, xxi, 49. 


In view of the frequent occurrence of fecal con- 
cretions with appendicitis, the author studied a few 
patients with rather indefinite abdominal symptoms 
roentgenographically with the hope of clearing 
up the diagnosis. He reports four cases in which 
localized areas of increased density were shown on 
the roentgenogram in the right iliac region which he 
interpreted as being connected with the appendix. 
Two of these cases were operated upon. In one a 


concretion was found associated with a gangrenous 
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appendix; in the other was a much thickened ap- 
pendix containing some thick pus and gangrenous 
at its lower end. In both cases the location cor- 
responded to the shadow revealed by the roentgen 
examination. The other two cases were not verified 
by operation. 

Regarding the possibility of confusing these shad- 
ows with renal or ureteral calculi or stones in the 
gall-bladder or its ducts, the author believes that 
the location will exclude error in most cases. Ap- 
pendicular shadows are usually situated more ex- 
ternally and lower down than the other. Inasmuch 
as there is no added risk in the procedure and some 
valuable information clearing up the diagnosis may 
be disclosed, the author recommends its more 
general use in doubtful acute abdominal conditions. 

A. HARTUNG. 


Connell, F. G.: Pseudo-Appendicitis. J. Am. M. 
Ass., 1916, xvii, 335. 

The question of chronic appendicitis calls for 
attention, not because of a high mortality rate, 
but because of a rather disconcerting morbidity 
rate, a post-operative persistence of symptoms. 
When a patient complains of the same symptoms 
after appendectomy as before the operation, there 
is sufficient reason for belief that the original symp- 
toms were not caused by the appendix — that the 
treatment was based on an incorrect diagnosis. 
The large and apparently increasing number of these 
cases calls for close attention and an analysis of all 
available data in the hope of arriving at some more 
definite justification for making a diagnosis of 
“chronic appendicitis.” The author records 87 
cases in which the removal of the appendix for chron- 
ic appendicitis or interval operation for appendicitis 
had not been followed by relief of symptoms; 212 
patients were operated on during this interval with 
such a diagnosis. 

These cases of pseudo-appendicitis were usually 
in young thin adults from 15 to 30 years of age, 
more common in females, and about equally divided 
between married and single. 

The duration of symptoms varied from “some 
weeks” to ten or more years. The number of 
“attacks” varied between one and six to ‘‘many,” 
some recurring at regularly stated intervals. 

The pain of attacks rarely puts the patient to bed, 
though classed as “severe” in about one-third and 
“mild” in one-third of the cases. The pain is 
frequently described as “continuous” or “side 
ache”? and made worse by exertion. Hypersensi- 
tiveness and tenderness are usual and a “‘burning”’ 
sensation is frequent, but rigidity is not common. 

Pain is usually located in the right iliac fossa, 
though it may occur anywhere on the right side or at 
the umbilicus. 

Tenderness at the scar of a previous operation is 
rare. 

Temperature elevation is uncommon, subnormal 
temperature frequent. 

Nausea is usual, vomiting rare, “indigestion” 
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and “gas” frequent, with constipation present in 
two-thirds of the cases. 

General abdominal ptosis is very common, iliac 
tumor, gas tumor, dilated cecum and gurgling in 
the right iliac fossa almost constant. 

Skin changes are variable and urinary symptoms 
occasionally present. 

These patients are frequently spoken of as 
“neurotic” in the history and complain of “neuritis” 
in various parts of the body, usually on the right 
side. Goiter was present in a small proportion of 
cases. 

Blood examinations showed leucocytosis absent, 
lymphocytosis rarely present, the Wassermann in 
the blood negative. 

Spinal puncture in 9 of 12 cases showed increased 
tension. The Wassermann in the spinal fluid was 
negative in 12 cases. 

There was lack of hydrochloric acid in the stom- 
ach contents in one-fourth of the cases examined. 

Mucus in the stool is not common. 

Roentgenoscopy shows ptosis and delay at the 
ileum or ascending colon. 

Sections of the appendix show nothing character- 
istic. The recent report of Moschowitz is of in- 
terest in this connection. 

Mesenteric glands, on section, show simple hyper- 
plasia, and cultures from the same are negative. 

At primary operation in 48 cases, the appendix 
was usually small and with fecal concretions in one- 
fourth of the cases. 

There was free fluid in the peritoneal cavity in 
one-fifth of the cases and enlarged mesenteric lymph- 
glands in one-fifth of the cases. 

Ptosis, cecum mobile, Lane kink, and pericolic 
membrane are not uncommon. 

The primary immediate result of operation is very 
satisfactory, but there is usually a return of symp- 
toms within the first year. 

Trauma, pulmonary tuberculosis, or ‘nervous 
shock” in some cases precede the return of symp- 
toms. 

Findings at secondary operation (in 19 cases) 
by the author: Adhesion of omentum or viscera to 
site of appendix is absent. Adhesions are uncom- 
mon; ptosis, cecum mobile and various membranes 
are constantly present. Mesenteric lymph-glands 
are found enlarged in one-third of the cases. 

The remote results of various secondary opera- 
tions are not encouraging: in 27 cases, unknown 2, 
improved 9, unimproved 15, death 1. In 60 cases 
in which operation was not performed a second time, 
the results were: unknown 8, improved 16, unim- 
proved 36. 

Cases characterized by more or less continuous 
discomfort in the right side of the abdomen, or of 
mild attacks of short duration, with brief intervals 
of relief, in which the pain is made worse by exertion 
and with relief on recumbency, associated with 
hypersensitiveness of skin and spasm of muscle, gas 
tumor, cecum mobile, gurgling, nausea but rarely 
vomiting, normal or subnormal temperature, no 


553 


increase in leucocytes, constipation, enteroptosis, 


and evidence of vagus irritability, leading sometimes 


to chronic invalidism, are often pseudo-appendicitis 
and are not permanently relieved by removal of the 
appendix. Such cases should, therefore, be given 
careful consideration before operative measures are 
instituted. 

An entirely satisfactory explanation of this state 
of affairs has not yet been presented, though inten- 
sive study suggests that a lack of balance between 
the vagus and sympathetic divisions of the auto- 
nomic nervous system may be an etiologic factor. 

This, in turn, may be due to abnormal function 
of some of the endocrine glands. 

Much isto be learned regarding this clinical 
syndrome, but, in the meantime, accumulating 
experience strongly suggests the desirability of 
emphasizing the fact that the diagnosis of chronic 
appendicitis calls for more justification than is 
often given it. Epwarp L. CorNELL. 


Mayo, W. J.: Anatomy, Physiology, and Pathology 
of the Large Intestine, with Some Observations 
on the Radical Operation for Colonic Tumors. 
J.S.Car. M. Ass., 1916, xii, 165. 


The author gives a brief résumé of the newer 
accepted ideas on the anatomy, physiology, and 
pathology of the large intestine accompanied by 
a report of his experience with the radical operation 
for colonic tumors. 

The normal intestinal movement in the colon is 
largely antiperistaltic so that fluids introduced into 
the rectum are carried backward for absorption 
above the splenic flexure. Band claims this is by 
“reverse mucus currents.” 

The control of the large intestine depends upon 
the essential rhythm of non-striated muscle which 
is more or less independent of the cerebrospinal 
nervous system. According to Keith, the so-called 
nodal tissue occurs in definite amounts in several 
gastro-intestinal situations. It is this nodal tissue 
that in contracting causes the different static and 
spastic phenomena of the tract. 

Regarding the surgical procedures, free cartharsis 
preceding operation is unwise as the bacteria of the 
lower bowel are thereby rendered more active. 
Adam and Cushing claim the contents of the duode- 
num and upper jejunum are relatively sterile, this 
condition diminishing as the large gut is approached. 

The degree and acuteness of obstruction of the 
large bowel closely measures the mortality of the 
necessary operation. Marked obstruction inter- 
feres with the vitality of the distended intestine, 
prevents proper asepsis, and renders anastomosis 
difficult. The diagnosis of beginning obstruction is 
based on (1) alternate constipation and diarrhoea; 
(2) abdominal cramps and borborygmus; and (3) on 
palpation, the peculiar localized stiffening of the 
intestinal wall on the proximal side of the stricture. 

In acute obstruction, primary resection should 
never be done; colostomy being the procedure of 
choice and later, resection performed. 
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The best incision is that to the inner side of the 
seat of disease. If the diagnosis is uncertain, the 
first incision is in the midline, followed by one over 
the diseased area. If much distention is present 
it is best to puncture the distended intestine. 

The most important technical feature is free 
mobilization of the tumor mass and adjacent bowel. 
There is no danger in dividing the outer leaf of the 
mesentery as this contains no important structure 
and in so doing, in the majority of instances, the 
colon is freely mobilized. 

The structures to be identified in the radical 
operation are: (1) the duodenum which is exposed 
in freeing the ascending colon and hepatic flexure; 
(2) the ureters, which may be carried with the 
mesentery of the ascending and descending colon, 
especially at the brim of the pelvis; and (3) the vas 
deferentia which are associated with the sigmoid and 
rectum. 

When near by organs become involved in the 
tumor mass this is not a contra-indication as these 
may be successfully resected or removed in foto. 

In the large intestine the author uses the end-to- 
end method of anastomosis and when the union is 
to be between the large and small bowel an end-to- 
side method. In the end-to-end variety it is essen- 
tial that at least one of the segments be well sur- 
rounded by peritoneum as otherwise fistula may 
result. 

If marked obstruction and distention are present 
the three-stage operation of Mikulicz is recom- 
mended. 

If there is danger of leakage from the anastomosis 
Mayo recommends suspending this beneath the 
incision with a slight rubber drain down to the gut 
so as to allow free drainage to the surface. 

In low sigmoid and rectosigmoid tumors the tube 


method of resection described by Balfour is most - 


efficient and safe. P. M. Cuase. 

Rowlands, R. P.: Carcinoma of the Colon Causing 
Intestinal Obstruction, Guy's [/osp.Gaz., 1916, 
XXX, 207. 

The usual history of carcinoma of the colon is that 
of chronic obstruction terminating in acute or com- 
plete obstruction, the symptoms developing much 
less rapidly than those due to obstruction of the 
small intestine. Abdominal pain becomes much 
more severe, sometimes being sudden in onset and 
associated with collapse. Constipation usually 
becomes complete, although there may be several 
small passages consisting of mucus and blood. ‘The 
abdomen becomes greatly distended, not only in 
front but in the flanks and loins, where there may be 
some dullness due to large amounts of fluid in the 
colon. Vomiting is often only a late and terminal 
symptom. 

Chronic intestinal obstruction must be differ- 
entiated from gall-stones, which give rise to re- 
peated attacks of cholecystitis accompanied by 
constipation; from subacute attacks of appendicitis 
with constipation; or from an inflammatory condi- 
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tion in colonic diverticula. All of these conditions 
are usually associated with local tenderness and 
rigidity, with pyrexia, in contrast to the supple, 
non-tender abdomen, and subnormal temperature of 
obstruction of the colon. In these conditions also, 
cathartics and enemata are effective. Strangulated 
hernia; tuberculous or malignant stricture of the 
small intestine; volvulus of the colon; and impaction 
of a gall-stone or a fecolith in the pelvic colon, must 
all be considered in the diagnosis. 

In 70 per cent of cases the obstruction is below the 
splenic flexure, in some cases being palpable. Occa- 
sionally obstruction in the pelvic colon has given 
rise to cecal distention alone, so that the exact 
location of the trouble is not always easy. Bi- 
manual pelvic examination is sometimes of value, 
as is the use of the sigmoidoscope. 

From an operative standpoint these cases may be 
divided into two general classes, those in which 
resection is hopeful and those in which it is im- 
practicable. When the growth is movable and not 
invading any important viscus and there is no 
evidence of secondary growth, resection may be 
considered hopeful. Three chief ways are open to 
the surgeon: 

1. Colostomy above and away from the obstruc- 
tion, preferably in the transverse or ascending colon. 
This operation is safer than short-circuiting in the 
presence of complete and late obstruction with in- 
testinal paralysis. 

2. Short-circuiting, which is particularly applic- 
able to growths in the ileocecal region and which 
does not interfere with a subsequent resection. 
With complete obstruction it is not so likely to save 
life as colostomy, otherwise it is cleaner and often 
renders subsequent resection easier. 

3. Resection with drainage, in which method the 
affected coil is brought outside, the growth removed, 
and two Paul’s tubes tied in. In case the patient’s 
condition is too grave to permit removal of the 
growth, a Paul’s tube may be tied in the delivered 
loop above the growth and the latter removed later. 
When there is no hope of resection, colostomy is 
to be avoided whenever possible and short-circuiting 
adopted instead. Thus relief may be given for 


several years. E. K. ARMSTRONG. 


Drueck, C. J.: Diagnosis of Cancer of the Rectum. 
Proctol. & Gastroenterol., 1916, x, 87. 


The author describes the different types of cancer 
of the rectum, their symptoms, and the degree of 
malignancy. 

In the large bowel occur fully 95 per cent of the 
cancers of the intestinal canal, 80 per cent of which 
are found in the rectum. Most frequently these 
cancers are found three to five inches within the 
rectum, next in order around the anus, and lastly 
in the upper rectum and sigmoid. 

At the anus the cancerous formation is identical 
to that on the lip, both histologically and clinically. 
The tendency is to surround the anus and perineum 
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rather than to invade the rectum. Hemorrhage 
and pain are slight. 

In the differential diagnosis, lupoid ulcers show 
bands of scar tissue, the ulcer edges not thickened, 
and the scrapings usually show tubercular bacilli; 
plain tubercular ulcerations appear as anal fissures 
which later coalesce, are not painful, and seem to be 
situated on a dense fibrous layer that limits their 
extension downward. Simple ulcers are irregular in 
outline, crater-like with profuse granulations and 
foul smelling pus. Rodent ulcers rapidly grow 
downward, have few granulations and only moderate 
induration around the base. Simple fissure gives a 
sharp pain at stool and is located only in the anal 
fold. Chancres in this region are identical with those 
of other parts. 

Cancers within the rectum are typical adeno- 
carcinomata. These probably arise from the 
cylindrical cells lining the crypts of Lieberkuehn and 
rapidly assume a malignant character. They are 
found above the sphincter, are usually ulcerated, and 
are of three varieties: (1) encephaloid, (2) scirrhus, 
and (3) melanotic, the first two predominating. 

Symptomatically, cancer above the middle of the 
internal sphincter develops insidiously, being most 
often taken for hemorrhoids in the earlier stages. 
A sense of fullness in the rectum after stool is among 
the earliest signs, followed by straining and bear- 
ing down. Soon follows a slight morning diarrhoea 
and when the sphincter is involved, partial in- 
continence. A bloody discharge of foul odor from 
the ulceration at the site of growth then appears. 
This ulceration is of two kinds: (1) that usually 
found in the scirrhous form, consisting of ulcerations 
above the mass due to impaction and absorption of 
feces and their toxins; and (2) that usually found 
in the encephaloid type, consisting of ulceration and 
decay of the center of the tumor mass. 

Obstruction is a variable symptom and resembles 
that of simple benign stricture. 

As the history is often misleading. differentiation 
largely depends on a physical examination. 

On digital examination scirrhous cancer, which is 
the most common form, is felt just above the inter- 
nal sphincter as a hard nodular mass usually in- 
volving the rectum in a ring-like growth. Gussen- 
bauer estimates that 65 per cent of all rectal cancers 
are of this variety. 

The encephaloid variety presents a soft polypoid 
mass with a broad base infiltrating the submucous 
tissue, and bleeding quite easily; areas of necrosis 
are easily felt, and great care must be taken not to 
perforate the bowel wall. 

In the differential diagnosis, congenital stricture 
is always observed before puberty, and is a long- 
standing condition, whereas cancer is found in 
adult life and is of short duration; benign fibrous 
stricture is often difficult to differentiate, but, in the 
main, is of even consistency, whereas cancer is 
rough and nodular. ‘The histories are entirely dif- 
ferent; benign papillomata are pedunculated, with no 
infiltration around the base but are always to be 


considered malignant as the differentiation is almost 
impossible; chancres are very rare above the 
sphincter and mucus patches only occur with other 
evidences of syphilis; gummata show early a mucous 
membrane freely movable over the tumor which 
later ulcerates, followed by a cicatrix which may 
cause stricture; proliferating proctitis presents a 
soft granulating mass with its base limited to the 
mucous membrane and spreading all over the 
rectum, 

In conclusion, Drueck adds that if the entire mass 
and sufficient perirectal tissue can be removed the 
prognosis is relatively good, but in advanced cases 
it is bad regardless of operation. P. M. Case. 


Drueck, C. J.: Pruritus Ani. /nternat. J. Surg., 1916, 
XXIX, 179. 

The author considers the etiology, symptoms, and 
treatment of pruritus ani. 

The causes of pruritus ani are many and varied. 
Among the most frequent are hypertrophied papil- 
lw, fissure, cryptitis, hemorrhoids, proctitis, pro- 
lapse, polypus, chronic prostatitis, impacted faces, 
fistula, eczema marginata, and parasites. A care- 
ful search for the underlying cause in every case is 
absolutely necessary for successful treatment. 

The predominant symptom is unbearable, pain- 
ful itching, worse at night. ‘This itching is not con- 
fined to the anus but radiates over the buttocks, 
across the perineum and down the legs. Scratching 
gives merely momentary relief, the condition be- 
coming more pronounced and painful after. There 
may be periods of remission and relief. 

On examination, in early cases, nothing may be 
seen, although local congestion is usually found. 
In old cases, the skin is thick, dry, pale, and eroded 
or fissured. Evidences of syphilis, tuberculosis, 
rheumatism, and diabetes should be looked for. 

Unless properly treated the case may end in 
nervous prostration, insanity, or an opium wreck. 
Under careful treatment a favorable outcome may 
be looked for. 

The treatment depends on the cause. The diet 
should be regulated, constipation corrected, and 
faults of the genito-urinary system attended 
to. The constitutional causes should receive ap- 
propriate attention. Clothing, especially at night, 
should be free and cool. 

Locally, proper attention to cleanliness is es- 
sential (newspaper ink is irritating). The hyper- 
sensitiveness of the anal mucous membrane and 
sphincters is overcome by gradual dilatation with- 
out anesthetic. ‘The rectum and colon are flushed 
out gently each day with warm water. With local 
infections, the hot sitz-bath, 110°, for three-quar- 
ters of an hour followed by the application of hydras- 
tal ointment is beneficial. Autogenous vaccines are 
successful occasionally. 

In eczema with dry, scaly skin a solution of caustic 
potash, 5 grains to the ounce, is useful; with the 
moist forms, silver nitrate solution, 20 grains to 
the ounce, may be used, 
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Frequently tincture of iodine relieves the condition. 

With thread worms appropriate treatment re- 
lieves the itching. 

The X-ray will sometimes be successful when other 
remedies have failed, although its usefulness in this 
condition has been overestimated. 

As a final resort in some few cases that resist all 
forms of treatment, surgical procedures have been 
instituted with the idea of destroying the sensory 
nerve supply. P.M. CHasr. 
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Henes, E., Jr.: The Value of the Determination of 
the Cholesterol Content of the Blood in the 
Diagnosis of Cholelithiasis. Surg., Gynec. & 
Obst., 1916, xxiii, gt. 


The quantitative determination of serum- 
cholesterol has proved of positive value in the diag- 
nosis of cholelithiasis, and especially in the dif- 
ferential diagnosis of conditions whose symptoms 
and signs are referable to the right side of the ab- 
domen. As with all clinical tests, cholesteramia 
must be correctly interpreted to make it of value; 
and correct interpretation involves a knowledge of 
those conditions and clinical states which increase 
or decrease the amount of cholesterol in the blood. 
At the German Hospital this determination properly 
interpreted has been of exceeding great value and 
has frequently forecasted the condition found at 
operation in spite of the best diagnostic skill and 
roentgen ray technique. 


Shaw, H. A.: Surgery of the Gall-Bladder and 
Biliary Passages. /iiernal. J. Surg., tgt6, xxix, 


The gall-bladder is developed only in those 
animals requiring irregular and intermittent jets of 
alkaline bile and protective mucus to neutralize or 
saponify, according to the character of food ingested. 

In experimenting upon animals, the changed 
character of the gall-bladder bile and liver-duct bile 
is still more marked. Liver-duct bile has been in- 
jected into the ducts and into the substance of the 
pancreas, producing destructive inflammation and 
gangrene, while gall-bladder bile proved entirely 
harmless. 

When the pylorus relaxes or opens to allow the 
acid chyme to enter the duodenum, the gall-bladder 
simultaneously contracts, pouring its alkaline bile 
and protective mucus through the ampulla of Vater 
into the second portion of the duodenum. 

Both the vagus (motor) and the sympathetic 
(inhibitory) supply the muscularis of the gall- 
bladder, and while it is a proven fact that the acid 
chyme passing from the pyloric vestibule produces 
contraction of the gall-bladder, the exact pathway 
of this reflex is not thoroughly understood. 

Ochsner says: ‘‘These spasmodic contractions of 
the gall-bladder correspond with contractions of the 
stomach and they will subside when the stomach is 
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at rest, only to occur again when the condition of rest 
in the stomach is interrupted.” 

The author urges the necessity of complete ex- 
ploration of the abdomen in conditions in which an 
operation is performed in the right upper quadrant. 

The technique of exploration is as follows: (1) The 
size, color, thickness, and anatomic relations of the 
gall-bladder are noted. Valuable information can 
be gained by squeezing its walls and noting their 
elasticity-—the more elastic the less scar tissue, and 
consequently the less organic injury. (2) The gall- 
bladder, cystic, hepatic, and supraduodenal portion 
of the common duct are palpated, the thickness of 
the wall, any possible stones, cicatricial contractions, 
glands, etc., being noted. (3) The gall-bladder is 
gently squeezed and, if it does not empty freely, an 
effort to find the point of obstruction should be 
made by alternately contracting and relaxing with 
one hand and palpating with the other, noting the 
farthest point to which the impulse is conveyed. 

C. G. Hevp. 


Lund, F. B.: Cholecystostomy vs. Cholecystectomy. 
Boston. M. & S. J., 1916, clxxiv, gog. 


The advantages of cholecystostomy are that it is 
usually a simpler operation than that of cholecystec- 
tomy, that it provides easy drainage for septic bile, 
and that in case of stricture of the common duct or 
pancreatitis it forms a comparatively safe method 
of relieving the condition. On the other hand, 
increased skill has made cholecystectomy in many 
instances as safe a procedure as cholecystostomy; in 
the absence of jaundice the supposed necessity of the 
drainage of bile is an error, the common duct being 
clear and the bile passing freely into the duodenum; 
the need of the gall-bladder for duodenostomy for 
common duct stricture or pancreatitis is an argu- 
ment against the indiscriminate employment of 
cholecystectomy where such conditions are likely 
to develop. 

A second cholecystenterostomy may be necessary 
in cases where common duct stones require an in- 
cision for their removal or when an interstitial 
pancreatitis is present, and in these cases the gall- 
bladder should be drained and not removed. In 
simple cholecystitis the removal of the organ will be 
preventive of common duct disease. 

The indications for cholecystectomy may be 
summed up as follows: (1) with acutely inflamed 
or gangrenous gall-bladders due to stone impaction 
in the common duct; (2) in cases of chronically 
thickened gall-bladder; (3) with gall-bladders very 
much distended with clear fluid due to impaction 
in the cystic duct; (4) when malignant disease is 
suspected; (5) in chronic cholecystitis without 
stones, but with moderate thickening and ulcera- 
tion, the so-called “strawberry gall-bladder”’; 
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(6) in chronic cholecystitis without stones but with 
adhesions to the surrounding organs, resulting in 
crippling of the latter with the production of 
symptoms. 


K. ARMSTRONG. 
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Kenny, T. B.: Consideration of a Case of 
Acute” Hemorrhagic Pancreatitis (Considera- 
ciones sobre una observacion de pancreatitis aguda 
hemorragica). Rev. Assoc. méd., Argent., 1916, 
XXV, 542. 

The author reports the clinical details of a case 
of acute hemorrhagic pancreatitis with necrosis in a 
man of 53. The pancreas showed repeated hamor- 
rhages produced on various days before death in- 
tervened. The diffusion of the haemorrhage is 
observed from the total central necrosis, from the 
polynuclear infiltration of the irritated areas, and 
more particularly by the final apoplexy. ‘The state 
of the gland corresponds with the period of evolu- 
tion of the hemorrhages, showing nothing which 
might be regarded as being independent of the 
alterations in nutrition produced by the hamor- 
rhages. 

Kenny’s conclusions are as follows: (1) In every 
peritonitis, the origin of which cannot be traced 
during operation, the pancreas should be explored. 
(2) In all cases of obstruction of the bile-passages 
by calculi in which the symptomatology is similar in 
character to pancreatitis or which show a grave and 
atypical clinical picture, the pancreas should be 
systematically explored. (3) Observations on pan- 
creatitis should be reported in order that a better 
basis for conclusions may be afforded. 

W. A. BRENNAN. 


Balfour, D. C.: The Technique of Splenectomy. 
Surg., Gynec. & Obsl., 1910, xxiii, 1. 


The various steps in routine splenectomy are 
described, and the points which are emphasized 
in the procedure are the following: 

1. Abdominal exploration, which is particularly 
necessary on account of the frequent complications 
of liver and gall-bladder met with in many of the 
diseases for which splenectomy is advocated. 

2. The interposing of a large hot abdominal 
pack after the spleen has been separated from the 
diaphragmatic surface, the pack to be left in until 
the completion of the operation. 

3. Careful preliminary division of the gastro- 
splenic omentum and all accessory adhesions, which 
greatly facilitates the ligation of the splenic pedicle 
itself, which may be ligated either ex masse or in 
sections, the latter method being preferred if it is 
safe. 

4. In removing the spleen, the fundus of the 
stomach and the tail of the pancreas should be care- 
fully protected. 

The author also states that in ligating the splenic 
pedicle the advisability of first securing, where it is 
possible, the arterial supply so that the spleen may 
empty itself of its contained blood, has been proved 
in some cases. 

Some of the more common conditions for which 
splenectomy is advised are discussed from the stand- 
point of the difficulties of the operation, and the 
author has found it of least risk and difficulty in 
pernicious anemia, and probably of greatest danger 


in some of the advanced cases of splenic anemia. 
Other conditions are mentioned, such as haemolytic 
jaundice, cirrhosis of the liver, syphilitic spleen, and 
idiopathic splenomegaly. 


Giffin, H. Z.: The Treatment by Splenectomy of 
Splenomegaly with Anzmia Associated with 
Syphilis. Am. J. M.Sc., 1916, clii, 5. 

Giffin briefly reviews splenomegaly associated 
with syphilis and reports in detail four cases operated 
upon in the Mayo Clinic. 

Splenomegaly of syphilitic origin is very often 
confused with other diseases associated with anaemia 
or splenic enlargement such as haemolytic jaundice, 
splenic anemia of infancy, Gaucher’s disease, 
lymphoma, lymphosarcoma, and others. 

Diffuse, non-gummatous hypertrophy of the 
spleen may occur in syphilis. Enlargement in the 
early stages is probably quite common but tends to 
disappear although persisting longer than any other 
visceral manifestation. 

Syphilitic splenomegaly is common during the 
first eighteen months of life. Up to the age of six 
months, splenic enlargement appears in 40 per cent 
of syphilitic babies. Likewise syphilis in infants 
may be associated with blood findings similar to 
those of the splenic anwmia of infancy (von Jaksch’s 
disease). 

Gumma of the spleen is very rare in children and 
but slightly more common in adults. both, 
syphilitic splenomegaly is usually of a diffuse, non- 
gummatous character. Also this condition may 
persist or recur in spite of antisyphilitic treatment. 

The author’s first case showed severe anemia; 
no hematemesis; syphilitic infection denied but 
Wassermann showed total inhibition; no definite 
improvement under treatment; splenectomy; spleen 
showed marked splenomegaly with treponemata in 
walls of vessels. The patient had excellent health 
later. 

The second case showed marked anemia of the 
secondary type without leucocytosis; no hama- 
temesis; negative history of lues but Wassermann 
showed total inhibition; palpable gummata in liver; 
no improvement under treatment; splenectomy; 
moderate splenomegaly; prompt improvement in 
health and blood. 

The third case gave a positive history of syphilis 
at 21 with three positive Wassermann tests but 
negative at the time of examination; slight anamia; 
recurrent haematemesis; partial relief from treat- 
ment; splenectomy; moderate splenomegaly. There 
was one gumma and a few treponemata in the spleen. 
The patient was in excellent condition three months 
later. 

The fourth case gave a positive history of syphilis 
occurring ro years previous; recurrent hamatemesis; 
anemia of the secondary type; ascites; marked 
splenomegaly; splenectomy followed by gradual 
improvement. 

Giffin concludes that the results following 
splenectomy for marked splenomegaly associated 
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with syphilis and anemia, performed after a trial 
of antisyphilitic treatment, seem to have justified the 
procedure in the instances cited. P. M. CuaseE, 


Mayo, W. J.: Surgical Considerations of Splenec- 
tomy and Its Results. Read at Chicago M. 
Soc., 1916, Oct. 4. 

Physiologically the spleen is of but moderate 
importance, and its removal does not cause serious 
changes in the human economy. The splenic 
vessels have endothelial coverings only, and the 
blood comes in direct contact with the splenic pulp 
giving it the mechanical function of a strainer. The 
spleen removes from the blood bacteria and protozoa, 
toxic products and worn-out blood corpuscles, espe- 
cially erythrocytes. All this material is sent to the 
liver for destruction of the noxious agents and for 
conversion into tissue-building substances of such 
food values as it may contain. While the spleen 
has been classified with the organs of internal 
secretion, there is little to substantiate the hypothe- 
sis that it possesses internal secretion. 

Pathologically the spleen is of very great impor- 
tance. Itisalink ina chain of organs, which, under 
conditions of disease, produces changes in the blood 
that may eventually cause death. However, the 
spleen constitutes only a single and a weak link in 
the chain, a link capable of being removed. In 
many instances its removal breaks up a vicious circle 
and the patient is thus restored to health, even 
though the spleen itself may be only the agent of 
the destruction rather than its cause. This con- 
ception of the function of the spleen brings into the 
foreground its relation to the pathology of the blood 
as a tissue, a tissue composed of leucocytes, erythro- 
cytes, and platelets, the plasma of the blood having 
the relation of connective tissue. 

One hundred and thirty-five splenectomies have 
been performed in the Mayo clinic for various condi- 
tions. ‘Twelve patients died, a mortality of 8+ per 
cent. This takes into account all deaths that 
occurred in the hospital after splenectomy without 
regard to their cause or the length of time they 
occurred after operation. While the function and 
pathology of the spleen is more or less obscure, the 
outstanding fact in these cases was that with one 
exception the spleen was enlarged and the enlarge- 
ment concerned those pathologic states with which 
it was associated. 

The enlargement of the spleen may at times be a 
work-hypertrophy such as occurs in haemolytic 
jaundice. In other cases, as in pernicious anemia, 
the spleen may have been stimulated to pernicious 
activity. In splenic anamia the blood destruction 
originates within the spleen itself as a result of those 
agents which cause the enormous growth of fibrous 
tissue in the spleen and the terminal cirrhotic process 
in the liver. As the blood picture may not be char- 


acteristic the estimation of the relation of the spleen 
to these various disorders depends largely on our 
ability to ascertain the physical condition of the 
spleen. 


Unless the spleen is enlarged we have at 
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present no evidences which necessarily denote 
splenic disease. 

A somewhat careful investigation as to the value 
of percussion in detecting enlargement of the spleen 
not sufficiently marked to be detected by palpation 
does not give percussion as high a place as we have 
been led to believe it should have. In the large 
majority of cases little real knowledge of the physi- 
cal condition of the spleen will be obtained unless it 
can be felt by careful palpation on full inspiration, 
with the patient lying on the right side. This is 
unfortunate, as the spleen must be enlarged several 
times its normal size to become palpable. Carman 
is now developing roentgenologic evidence as to 
splenic enlargement which it is hoped will soon 
produce reliable information. 

In general, the diseases with which the spleen is 
concerned may be classified in three groups: (1) 
splenomegalias of parasitic origin, (2) spleno- 
megalias of toxic origin associated with anemia and 
cirrhosis of the liver, and (3) splenomegalias asso- 
ciated with blood dyscrasias. 

1. Splenomegalias of parasitic origin. Under 
normal conditions, parasitic agents collected in the 
spleen are sent to the liver for destruction, the spleen 
appearing to have little germicidal power. Should 
parasites accumulate beyond the ability of the spleen 
to rid itself of them, such secondary conditions occur 
as are shown in the splenomegalias of typhoid, 
malaria, syphilis, and tuberculosis. Eventually 
such cases may come to operation because of the 
failure of medication to reach the organisms seques- 
tered in the spleen which have a constant tendency 
to reinfect the whole body. 

While a number of cases of typhoid splenomegalias 
were observed in the Mayo clinic and several cases 


. of typhoid abscess of the spleen were operated on, 


none of them required splenectomy. There was but 
one case of primary tuberculosis of the spleen, that 
of a young girl in whom there was no other evidence 
of tuberculosis at the time of operation, but who 
died within six months of generalized tuberculosis. 

Four patients were splenectomized for syphilitic 
splenomegalia. All had histories of lues and positive 
Wassermanns, and in all cases spirochete were 
found in large numbers in the removed spleens. 
The patients were markedly anzmic and had failed 
to improve under salvarsan, neosalvarsan, and pro- 
longed mercurial treatment. Removal of the spleen 
was followed immediately by an extraordinary im- 
provement in the anemia. After operation the 
patients were again placed on antispecific medica- 
tion and their recovery was prompt and permanent. 

2. Splenomegalias of toxic origin associated with 
anemia and cirrhosis of the liver. The spleno- 
megalias in this group were due evidently to toxic 
products which had been removed from the blood 
and which, passing to the liver, evidently produced 
hepatic cirrhosis. It is inferred that such toxines 
are filtered out in the spleen, and it is known that in 
certain diseases removal of the spleen not only 
cures the anamia, but tends also to check the 
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progress of the cirrhotic process in the liver such as 
occurs in Banti’s disease. 

Splenic anemia is the best understood member of 
this group. Pathologically, there are many varie- 
ties. An enlarged spleen and the secondary type of 
anemia, however, are characteristic, although the 
latter may be absent for long intervals. Gaucher’s 
disease and the pseudoleukemia of infants or von 
Jaksch’s disease are at the present time best classi- 
fied with splenic anemia in this group. There is 
less evidence to indicate that splenomegalia may be 
a factor of great importance in the causation of 
biliary cirrhosis, but the results in the few cases of 
splenectomy performed in cases of biliary cirrhosis 
led to the belief that to a certain degree it has a 
definite relation to the hepatic condition and the 
latter may be favorably modified, at least in some 
cases, by the removal of the spleen. 

In all, 43 splenectomies were for splenic and allied 
anemias (Gaucher, von Jaksch’s disease, etc.). 
Five of the patients died. The mortality in this 
group was too high and represents badly chosen 
cases in the earlier experience in the clinic. The 
mortality should not be over 5 per cent. The im- 
provement that takes place on removal of the spleen 
in splenic anemia is surprising. Even in late stages 
of the condition in which there is cirrhosis of the 
liver the patients may be apparently cured. 

In several cases of splenectomy for splenic 
anemia in which there was marked splenomegalia 
with advanced cirrhosis of the liver and ascites the 
patients were restored to health — in one instance 
for a period now of more than six years. One of 
the typical features of splenic anemia is the occur- 
rence of hemorrhages from the stomach. Seventy- 
five per cent of all the severe haemorrhages of this 
kind do not have their origin, as is so frequently 
thought, in ulcer or cancer but arise from some un- 
known gastrotoxic condition. These haemorrhages 
markedly resemble those of splenic anemia. Some 
authorities believe they are the result of unrecog- 
nized cirrhosis of the liver, though not necessarily 
the rupture of enlarged veins. Ina very remarkable 
instance of this kind in which the patient had had a 
number of operations for gastric hemorrhage, with 
recurrence of the hemorrhage whenever the hemo- 
globin rose above 45 per cent, Balfour explored the 
spleen and found that it was more than twice the 
normal size. In the liver were some slight changes 
which might be regarded as a possible early cirrhosis. 
The spleen was removed; the man gained sixty 
pounds in weight; his hemoglobin rose above 80 
per cent; and he has been in perfect health for a 
number of months. It is quite possible that up to 
the present time we have been recognizing as splenic 
anzmias only those gross conditions which may be 
the terminal stages of a more frequent malady. 

The resemblance between splenic anaemia with 
terminal portal cirrhosis of the liver and those cases 
of portal cirrhosis in which the enlargement of the 
spleen is apparently secondary to the cirrhosis has 
led to the removal of the spleen in three selected 


cases of advanced portal cirrhosis with spleno- 
megalia, ascites, etc. The operations are too recent 
for any conclusions, but the two patients who re- 
covered showed remarkable improvement of the 
anemia and a lessening of the ascites. In three 
instances an enlarged spleen associated with biliary 
cirrhosis was removed. ‘These persons were moder- 
ately jaundiced and had large livers and spleens. 
Their condition has been very greatly improved and 
they have been able to return to work though two 
still have a slight jaundice. One is apparently cured. 

Leukemia varies greatly according to the par- 
ticular group of organs in which the diseased blood 
production is most marked. We have, therefore, 
the splenic and lymphatic types. However, recent 
clinical evidence that cannot be ignored has been 
brought out which at least leads to the conjecture 
that leukemia may be more definitely connected 
with certain organs than we have been led to be- 
lieve. In splenic leukemia (so-called myelogenous 
leukemia) for instance, the application of the X-ray 
at first acts most beneficially in reducing the size of 
the spleen, decreasing the white cells and improving 
the anemia, but later the ray loses such power. 
Radium applied at several points over the spleen 
has a much more rapid effect than the X-ray. In 
two cases applications of radium caused so great a 
reduction in a huge spleen within a month that it 
could not be felt beyond the margin of the rib. 
Coincidently the white cells dropped from several 
hundred thousand to less than ten thousand. This 
leads to the question of whether or not, during the 
period of abeyance, splenectomy might not have had 
a further effect in extending the,palliation or possibly 
even curing certain types of disease allied to splenic 
leukemia. 

An illustrative case is cited of a woman, aged 56 
years, suffering from myelogenous leukemia, who 
was admitted to the clinic for examination: white 
blood-cells 203,000; the spleen filled the left half of 
the abdomen; over the splenic area was an X-ray 
dermatitis. The history developed the fact that 
X-ray treatment at first had been of great benefit. 
The spleen was markedly reduced in size and there 
was a great reduction in white cells and improve- 
ment in the patient’s general condition. Later the 
X-ray lost its effect; the spleen rapidly increased 
in size, and the leucocyte count went up. ‘The 
spleen, weighing 1,100 gm., was removed. The 
outside of the organ was somewhat sclerosed, 
evidently as a result of the treatment. Apparently 
the sclerosis prevented further effect from the X-ray 
on the hyperplastic splenic pulp sequestered in the 
middle of the spleen. The leucocytes rapidly 
dropped from 203,000 to under 50,000 in ten days 
after the operation. Radium treatment followed 
by splenectomy may be worth a trial in this type of 
leukemia. 

In the cases in which the spleen was removed for 
pernicious anemia it was found enlarged from two to 
ten times its normal size, with one exception. In 
this case the patient was in a terminal condition 
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and the spleen was slightly atrophic (187 gm.; nor- 
mal 195 gm., Sappey). This suggests that the 
shrunken spleen found at postmortem may be a 
terminal condition. 

That pernicious anemia in any great percentage 
of cases depends entirely on splenic diseases is not 
believed tenable, but clinical experience has proved 
that the spleen may be a factor of considerable im- 
portance. The removal of the spleen in suitable 
cases after the failure of other therapy has given 
rise to prolonged betterment, but splenectomy does 
not seem to prevent the development of cord changes 
nor do the pernicious cells entirely disappear from 
the blood. 

In 48 cases of pernicious anemia in which the 
spleen was removed there were 3 deaths, which 
probably were unnecessary, as none occurred in the 
last 25 operations. ‘The patients who died were in 
an advanced stage of the disease and were operated 
on during crises without transfusion. In the 
operations performed when the patients were on the 
upgrade or when it was possible to start the upgrade 
by transfusion there were no deaths. 

Hxmolytic jaundice presents a brighter picture 
than pernicious anemia and with splenic anemia 
represents the triumph of splenectomy. It would 
appear that the function of breaking down worn-out 
corpuscles is exercised by the spleen in response to 
some condition of the red corpuscle itself. Chauf- 
fard and Widal have shown that in haemolytic 
jaundice the red corpuscles are more fragile than 
normal as they circulate in the blood and _ their 
fragility is apparently their death-warrant in the 
spleen. Certain it is Jhat the removal of the spleen 
in hemolytic jaundice institutes most marvelous 
improvement and speedy cure. The jaundice which 
may have existed for years or possibly for life entirely 
disappears within a few days, and the anemia, 
which is of the secondary type, disappears within 
two or three weeks. 

In conclusion, the fact is emphasized that tradi- 
tional medicine has ndmed many diseases from 
symptom-complexes. Patients are more or less 
carefully observed, a few blood-cells and a little 
plasma are examined at various times, the patients 
die and it is assumed that the condition found after 
death existed during life. The history of medicine 
is the graveyard of such beliefs. ‘The spleen is one 
of the latest of the hidden organs to be brought 
under the eye and investigated during life and in 
the early stages of the disease. The problems pre- 
sented are found to be not simple, but rather very 
complex. In the early stages splenic anemia may 
be confused with pernicious anemia, cirrhosis of the 
liver, haemolytic jaundice, and leukemia. We 
remove the spleen and say we have cured any one 
of the diseases we may have fixed upon to designate 
the condition, but does that make it true? Where 


is the dividing line which should always exist be- 
tween haemolytic jaundice, Hanot’s cirrhosis of the 
liver, and some types of pernicious anemia? In 
the terminal stages we recognize the name of the 
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end-result, but to determine the nature of the dis- 
‘ase in the early and curable period requires in- 
vestigation of the spleen, liver, bone-marrow, and 
blood during life. To do this judicially, we must 
divest ourselves of accumulated prejudices, the 
result of the nomenclature based on symptoms. 


Pepper, O. H. P., and Austin, J. H.: Metabolism 
Studies Before and After Splenectomy in a 
Case of Pernicious Anzmia. = Arch. Int. Med., 
1916, Xvili, 131. 

In brief the results of studies of metabolism before 
and after splenectomy for various types of anemia 
and in normal animals may be summarized as 
follows: (1) There is little or no change in the total 
nitrogen metabolism or in its partition, with the 
exception of a decrease in the uric acid excretion 
after splenectomy in certain cases. (2) A decrease 
in the elimination of iron occurs in certain cases after 
splenectomy. (3) A decrease in the output of uro- 
bilin and urobilinogen is noted in certain cases after 
splenectomy. 

This decrease in the daily elimination of uric 
acid, iron, and urobilin after splenectomy is appar- 
ently most marked in those cases in which before 
splenectomy there has been conspicuous evidence of 
increased hemolysis, indicated by abnormally high 
excretion of uric acid iron, and urobilin, or by a 
lemon-yellow color of the skin. 

The case reported by the authors was studied in 
contrast as a case of pernicious anemia with evi- 
dence of increased hemolysis. The study was 
limited to the total nitrogen, the uric acid, the iron, 
and the urobilin and urobilinogen. ‘Three periods 
were studied: one before transfusion and splenec- 
tomy, one two weeks after splenectomy, and the 
third two weeks later. During each period the 
patient was on a carefully controlled Folin metabolic 
diet, and the period was not commenced until the pa- 
tient had reached an approximate nitrogen balance. 

In an adult with pernicious anemia of a moder- 
ately haemolytic type, splenectomy was followed by 
disappearance of the discoloration of the skin and by 
prompt and persistent improvement in the condi- 
tion of the blood and general health. Metabolism 
studies before and after splenectomy gave the 
following results: 

1. A slight positive nitrogen balance before 
splenectomy was followed by an increased nitrogen 
retention fourteen days after operation and a return 
to the pre-operative balance after one month. 

2. The output of uric acid, although never ex- 
ceeding normal limits, showed a decrease of 22 per 
cent after operation. 

3. The output of iron through the faces, although 
never above normal, showed a decrease of 40 per 
cent after operation. 

4. The excretion of urobilinogen and urobilin in 
the faeces before splenectomy was about three times 
the normal; two months after operation the output 
was about one-seventh of that before splenectomy. 

GrorcE E. BEILByY. 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Smith, F. D.: Regeneration of Bone. Am. J. M. 
Sc., 1916, clii, 95. 

In a very exhaustive article Smith considers the 
structure and formation of bone and then applies 
the facts in an effort to explain the behavior of bone- 
grafts. His conclusions, which are appended, 
embody to a large extent the substance of the 
article: 

1. Osteogenesis is not a specific attribute of any 
tissue or layer of cells, but is limited entirely to the 
osteoblasts which are scattered throughout the 
entire structure of the osteoblast and the host. 

2. Many mature bone-cells are end-products, 
and while they may undergo mitosis under artificial 
conditions, this process is unknown in the human 
economy. 

3. Many mature bone-cells of a transplant re- 
main alive, especially near the periphery of the 
transplant, and control its surrounding calcified 
matrix. 

4. Absorption of isobone is influenced in many 
cases by the treatment received by the transplant. 

5. Protoplasmic poisons should not be employed 
during bone-grafting procedures. 

6. Regeneration of the bone for the most part is 
an indirect process through the differentiation of the 
osteoblast into a mature bone-cell. 

7. A transplant is subject to the varying demands 
of its environment, functional demands producing 
an increase in bone deposition, lack of functional 
demands causing atrophy and absorption. 

8. Bony contact is not essential to regeneration of 
bone, but for practical purposes doubly insures the 
result desired. 

9. In the transplantation of any bone, the most 
that can be hoped for is the continued development 
of the implanted osteoblasts, together with such 
stimulus as may be obtained from the osteoblasts of 
the host and the retention of vitality in some of the 
transplanted bone-cells with their corresponding 
intercellular calcium matrix. 

10. The transplant in the presence of an infec- 
tion may or may not survive and is dependent upon 
the type of the infecting agent. 

11. The medullary transplant is not a permanent 
entity, but is absorbed as soon as all functional 
demands are removed. Frank D., Dickson. 


Cameron, H. C.: Skeleton from a Case of Osteogen- 
esis Imperfecta. Proc. Roy. Soc. Med., 1916, ix, 
Sect. Dis. Child., 48. 


In the skeleton of a two-months-old child, which 
the author describes, the frontal suture and both 
fontanels were widely patent; the skull bones were 


very thin, membranous in the temporal region, in 
which region the bulging above the ears is so promi- 
nent in later life. Almost every rib was fractured, 
some in two places. The pelvis was small and the 
limbs curved and much deformed with several frac- 
tures. H. W. Witcox. 


Kidner, F. C.: Causes and Treatment of Perthe’s 
Disease. Am. J. Orth. Surg., 1916, xiv, 340. 


The author is of the opinion that the clinical 
entity, best called osteochondritis deformans juveni- 
lis, is really a mild infection of hematogenous origin 
of the neck of the femur at the epiphyseal line. 
He recommends that the logical treatment to hasten 
recovery and limit destruction is the clearing out of 
this focus. He cites one case operated upon by him- 
self, in which the results were very satisfactory. 

Lewin. 


Picqué, R.: Treatment of Diaphysary Gunshot 
Injuries in an Ambulance at the Front (Traite- 
ment des lesions diaphysaires par coup de feu 
dans une ambulance de l’avant). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 1743. 


In diaphysary injuries there are three classes of 
lesions observed: (1) wounds due to bullets in full 
velocity striking at a mean distance; (2) shell lesions 
or those caused by spent bullets at a long distance; 
(3) wounds due to bullets striking at full velocity 
at a short distance. 

Picqué recommends abstention in the first class 
of cases. For the second and third classes he recom- 
mends subperiosteal judicious clearance of débris 
from the fractured area, and drainage of the medul- 
lary canal as immediate treatment. 

By the application of these methods he has been 
able to narrow the limits of amputation in gunshot 
diaphysary fractures of 3,785 wounded passing 
through his ambulance service. Only 3 amputations 
were done; and among 5,378 hospital patients only 
about 30 primary or secondary amputations were 
necessary. W. A. BRENNAN. 


Tullidge, E. K.: Frozen Limbs and Their Treat- 
ment in the Present War. Med. Rec., 1916, xc, 
If. 


Cold is probably the greatest hardship and most 
dreaded enemy the soldiers of both armies on the 
Eastern war front experience. Frozen extremities, 
particularly the feet, are by far the most common, 
and represent during the fall, winter, and early 
spring months the majority of all cases sent to the 
hospital or treated at the front. The frequency and 
common suffering of this condition may be ascribed 
not only to the biting, intense, continual cold of the 
mountainous districts, but to a tendency due to 
the retention of the moisture of the feet, and to the 
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inadequate blood supply of these points. The 
arteries should and must be kept warm where they 
are most exposed, and an endeavor made to prevent 
the occurrence of trophic and circulatory disturb- 
ances that lead to the more serious complications of 
gangrene, general sepsis, and death. With this end 
in view, proper and adequate clothing, socks, gloves, 
and wrist- and ankle-warmers of wool and cotton 
should be supplied to the troops in quantities large 
enough to allow of a change at least three times a 
weck when on active duty. Among the foot pro- 
tectors used are yellow oiled and waxed paper covers 
shaped to be worn inside the boot. Some men dis- 
play a predisposition to frost-bite by pathological 
cardiac conditions and sluggish circulation in gen- 
eral. This should be recognized by the recruiting 
examiner or the regiment physician and a note made 
that they should not be sent to exposed parts. It 
must be remembered that probably the greatest 
factor of sluggish circulation and a most frequent 
and important one is fatigue. It is more pro- 
nounced, and occurs more easily in cold climates 
and high altitudes. Relief and frequent changes of 
the men upon active duty are necessary, and large 
commodious boots, with no buttons or laces, should 
be supplied to them. Owing to the scarcity of 
boots and shoes at the German front large easy- 
fitting, straw-woven covers with a one or two-inch 
sole that could be slipped on over the shoes were 
devised. These proved to be such excellent pro- 
tection, keeping the feet warm and dry, that later 
many thousands were made and sent out by the 
government and the Red Cross. 

If early measures are taken to tone up the vessel 
walls and nerve supply of the legs and feet, frost-bite 
may be avoided in the majority of cases. This 
can be done by daily cold baths and massage with 
snow. 

The conditions manifest by the effect of cold upon 
the feet may progress from simple vasomotor dis- 
turbances and minute blisters, to total gangrene of 
the toes or even of the entire foot and leg. Soldiers 
standing for hours with their legs immersed in snow 
or cold water, which many times formed a crust of 
ice upon its surface, suffered mostly from a vasomo- 
tor condition, which if left untreated, resulted in the 
death of the tissues and gangrene. A great factor 
in these cases is the persistent wearing by the troops 
of tight ankle-bands, boots, and puttees; swollen, 
water-soaked wool and cotton socks that constrict 
the leg and interfere with the circulation. ‘The feet 
are swollen, inflamed, red, and blistered, paresthesia 
or anesthesia being present at times. The legs 
become oedematous above the water-line, and the 
skin may break, displaying an open serous dis- 
charging wound. Some French authors term this 
affliction ‘‘water-bite” but the author believes it to 
be but a first or primary stage of frost-bite, held in 
check temporarily by excessive moisture. If these 
cases are taken out of the water and placed in a dry, 
warm room the prognosis is better. If they are 
allowed to remain outside, the dampness aggravates 
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the condition, producing a maceration of the tissues 
and causing the shoes to shrink still more. 

In the later stages of frost-bite there is a necrosis 
of the parts involved, usually the ends of the fingers, 
hands, feet, or toes. It may be classed as a dry 
gangrene, mummification, or death followed by 
inspissation if the tissues are bloodless at the time of 
freezing. However, most of these cases, in fact, 
practically all of 2,000 that the author saw and treat- 
ed, underwent a mortification or moist gangrene 
followed by putrefaction necrosis, accompanied by 
a great septic reaction and often death if the dis- 
eased area was not removed in time. Infection 
takes place quickly from the slightest break in the 
skin in the early stages above described and spreads 
rapidly, accompanied by dysuria, oliguria, hama- 
turia, disturbances in sensation of various parts of 
the body, and disorders in metabolism. The best 
treatment in this stage of the affection is friction 
with snow or cold water out in the open, where the 
patient should be kept for the first twenty-four 
hours, the change to a warmer atmosphere being 
gradually brought about. Friction or massage with 
oil or alcohol — some prefer turpentine, benzine, 
alum, etc.— should be followed by elevation of the 
limb upon soft pillows after being wrapped loosely 
in cotton wool over which is spread boric vaseline. 
These coverings can be held in place by bandages 
applied loosely so as to avoid any danger of con- 
striction. Blisters and discoloration of the toes or 
other parts show that gangrene is imminent. This 
is the time to apply iodine tincture over the whole 
surface of the limb extending it far above and if 
possible below the involved area. The blisters 
contain a dark, blood-colored serous fluid, and 
should be opened, carefully dried and dressed with 
dusting powder, preferably powdered borax, salicylic 
acid, zinc oxide. Every effort should be made to 
keep the parts dry and sterile when gangrene sets in. 
Incisions at or near the beginning of the inflamma- 
tory area may be made to allow the escape of ac- 
cumulated and retained lymph and blood. These 
incisions should be small, sometimes mere punctures, 
and extend through to the bone. Following this, a 
stimulating effect upon the capillary circulation and 
tissue regeneration will be noticed with resulting 
diminution and decrease in the gangrenous involve- 
ment, thus saving as much of the injured extremity 
as possible. Immediate, early, or too hasty ampu- 
tation is absolutely contra-indicated as it is im- 
possible to say how much of the damaged tissues will 
survive. It is true that a line of demarcation does 
occur, but the tissues adjoining it become more and 
more healthy, forming granulations significant of 
regeneration. 

It is astonishing how an apparently serious gan- 
grenous area or spot may contract and slough off, 
leaving a healthy but infected granulating area. 
Toes, and even completely involved feet, may re- 
gain their color and former healthy appearance in 
time if properly treated. Operation should there- 
fore be delayed until it is evident that flaps of skin 
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are available and can be applied conveniently so that 
they will make a good covering for the stump. The 
delay, however, should by no means await the 
spontaneous sloughing of the dead parts, because of 
the septic systemic infection that invariably accom- 
panies it. The author, in the early days of his 
service, on the advice of some of his colleagues, 
waited until cicatrization had accomplished as much 
repair as it could, allowing spontaneous sloughing, 
with the result that five men died, who would prob- 
ably have been saved by earlier operation at the 
proper time. To operate upon these cases, the sur- 
geon must be thoroughly familiar with the opera- 
tions relative to amputations and disarticulations of 
and about the feet and hands, especially the former. 
Of these, Lisfranc’s, Chopart’s, Syme’s, and Piro- 
gofi’s operations are of most value and of great im- 
portance in that a fairly presentable limb will result 
that will be of some use and service in after years. 

The plantar flap incision with the horizontal por- 
tion of the dorsal incision passes down the outer 
lateral side of the foot, along the plantar edge of the 
fifth metatarsal to below the middle, then gradually 
rounds onto the sole and sweeps obliquely across the 
plantar surface, crossing the fifth metatarsal just 
above its neck, and ending at the first metatarso- 
phalangeal joint. The incision is joined to the dor- 
sal incision by an incision running up the midlateral 
aspect of the foot along the border of the first 
metatarsal. Care should be taken not to make the 
dorsal flap too short or either flap too pointed, allow- 
ing plenty of soft tissue on the plantar flap to com- 
pensate for post-operative sloughing, and not to 
mistake the scaphocuneiform joint for the metatar- 
socuneiform articulation. 

It is necessary to resort to Pirogofi’s operation 
when the heel of the foot has become frozen and 
sloughs off with the toes. ‘The intervening tissues 
on the arch of the plantar surface of the foot that 
remains in a living condition is often so small or so 
inflamed that it is not worth saving, and the dis- 
articulation of the foot at the ankle-joint with the 
removal of the malleoli, the articular surface of the 
tibia, and the anterior part of the os calcis is neces- 
sary. A modified dorsal flap is necessary as a heel- 
flap is impossible. This if tried will give good re- 
sults, although a fleshy person will produce a better 
flap than a lean one. Sometimes the foot is frozen 
so badly and the area of necrosis so extensive that it 
becomes necessary to perform Syme’s operation, 
which is indeed a far better operation for both the 
— and the surgeon if performed with a dorsal 

ap. 

Care and attention are required in the after-treat- 
ment of finger and toe amputations and disarticula- 
tions. Exercises, passive and active, should be 
instituted at the end of the first week to keep up the 
strength of the muscles, particularly the extensors, 
for they degenerate faster than the flexors. The 
remaining fingers or parts of fingers and toes should 
be left exposed or in a condition of easy mobility so 
that the patient can keep them continuously work- 


ing vigorously to ward off stiffness. Enough of the 
hand should be left if possible to permit the patient 
to grasp things with, as there is little comfort in an 
artificial hand, which is decidedly inferior to a 
mutilated stump that still has a grasping and hold- 
ing power. Lastly, when placing the arm in a sling, 
care should be taken that the hand does not or will 
not drop from its own weight or receive pressure 
from the edge of the supporting binder. 


Haller: Articular Gunshot Wounds (Des plaies 
articulaires par projectiles de guerre). Bull. et 
mém. Soc. de chir. de Par., 1916, xlii, 1404. 

Haller reports his experience based on 74 cases 
of articular injuries observed by him in the field 
ambulance service up to last March. He divides 
these lesions into 4 varieties: 

1. Articular wounds with injuries of the soft 
parts only. 

2. Articular reactions in diaphysary or diaphyso- 
epiphysary fractures with fissure into the joint. 

3. Articular injuries with more or less extensive 
breakage of the articular surfaces. 

4. Large disruptions, destruction of the joint 
with laceration of the muscles, vessels, and nerves. 

A different method of treatment has been adopted 
for each of these varieties. For the first group Haller 
after disinfecting the orifice uses immobilization 
and compression. In 5 cases of knee-joint injuries 
such treatment sufficed. In 2 of these cases the pro- 
jectile remained embedded, and in 2 other cases 
subsequent arthrotomy was necessitated owing to 
infection. 

In 9 cases of the second variety arthrotomy was 
done. In all these cases there was a septic reaction. 
Haller thinks that in certain cases simple arthrot- 
omy does not suffice and that an early partial re- 
section may be necessary; but this may be avoided 
by a minute clearance of débris and wide drainage 
at first. 

In the third class of lesions Haller counsels 
economic resection limited to the soft parts and 
osseous surfaces. He has made 6 such interventions 
in the shoulder, r1 in the elbow, 4 in the wrist, r in 
the hand, r in the hip, 1 in the ankle, 4 in the foot, 
and 7 in the knee. 

In 10 cases of the fourth group Haller amputated 
immediately. 

The global results in the 74 cases give 15 deaths; 
59 patients, or 80 per cent, left the hospital in good 
condition. 

Articular injuries of the knee treated by compres- 
sion and immobilization were cured without com- 
plication. In 16 arthrotomies Haller had only 1 
death, a case of suppurative arthritis of the shoulder 
with fracture of the humerus operated upon the 
fifth day afterinjury. In two others an amputation 
and resection respectively were necessitated sub- 
sequently. 

Of 35 atypical resections, there were 7 deaths and 
28 recoveries. The deaths occurred generally in 
cases that had other complications. The results in 
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these resection cases gave 20 per cent mortality, 
8.57 per cent of necessary secondary operations 
(amputations), and 71.43 per cent of recoveries in 
good condition. 

Secondary, amputation was necessary 6 times in 
55 cases of arthrotomy or resection. Of these 6 cases 
4 recovered and 2 died. The immediate amputa- 
tions of which there were 19 gave 12 recoveries and 
7 deaths. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Grossman, J.: Fractures in Children. Med. Rec., 
1916, xc, §2. 

The author calls attention to the difference 
between fractures of children and those of adults, the 
liability to fracture being present without the 
cardinal symptoms, crepitus, false motion, deform- 
ity, etc., and the frequency of deformity following 
so-called “sprains,” “contusions,” etc., presenting 
themselves to the orthopedist. 

Intraperiosteal fractures can be made out by 
carefully following the line of tenderness. 

The paper is based on the study of 200 cases of 
fractures, divided as follows: fracture of the 
clavicle, 50; fracture of the humerus, 48: (a) surgical 
neck, 3, (b) shaft, 5, (c) lower end, 40; fractures of 
the forearm, 92: (a) shaft of the radius, 20, (b) shaft 
of the ulna, 5, (c) olecranon, 3, (d) both bones, 24, 
(e) lower end of the radius, 40; fractures of the leg, 
1o: (a) tibia, 5, (b) fibula, 5. 

The following points are emphasized: 

1. In treating fractures in children and infants 
one must always bear in mind the tender skin of the 
infant, its round agile body, and the movable 
covering of fat which envelops the soft bones. 

2. The tendency to heal is much more pronounced 
in children than in adults; the time of union is much 
shorter; and immobilization should be of shorter 
duration, 

3. A certain percentage of fractures in children 
do exist with the cardinal signs of fracture lacking, 
the diagnosis being made in these cases by tracing 
the point or line of pencil or maximum bone tender- 
ness. 

4. Where following an injury children refuse for 
any length of time to use a limb, especially if their 
attention is distracted from the injury, or when 
they are at play, the possibility of a fracture should 
be borne in mind. 

5. The necessity of proper retention should 
always be borne in mind as it is just as important as 
proper reduction in securing favorable results. 

6. Early massage, passive and active movements 
are very important adjuncts in securing satisfactory 
results. H. W. MeyerDING. 
Burnham, A. C.: Sprains and Sprain-Fracture of 


the Wrist-Joint. Boston M. & S. J., 1916, clxxv, 
118. 


In surgical injuries of the wrist three general 
classes must be differentiated: simple sprain, so 
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called “‘sprain-fracture,” and gross fracture. A 
sprain is a partial or complete ligamentous rupture 
without bony subluxation, but if a portion of the 
bony attachment is torn away before the ligament 
ruptures it is a sprain-fracture. The differentiation 
between these two conditions is not always easy, as 
shown by the frequency of actual fracture in many 
“‘sprains.”’ The symptoms of sprain are pain, loss 
of function, swelling, tenderness, and ecchymosis; 
and the symptoms of fracture near the joint are the 
same, but the character and location of the local 
tenderness is the diagnostic point, for while in the 
former the tenderness is most acute over that part 
of the ligament stretched by the force of trauma, in 
a fracture there is a peculiarly acute type of tender- 
ness at once elicited over the exact point of fracture 
even by the slight pressure of the examining finger. 
The skiagram cannot always be depended upon, 
especially in green-stick fracture, and epiphyseal 
separation. If any doubt exists as to the diagnosis, 
the lesion should be considered a fracture and 
treated accordingly, and the best treatment is fixa- 
tion combined with early massage and _ passive 
motion. The improvement is more gradual, and 
the tenderness persists longer in fracture. 
R. G, 


Hingston, D.: An Extension Splint for Fractures 
of the Humerus. Brit. M/.J., 1916, ii, 72. 


Hingston’s new splint for fracture of the humerus 
is a simple metallic hoop of aluminum, oblong in 
shape, 21 by 9 inches, for extension and counter- 
extension. If the skin of the lower two inches of the 
arm is intact and below the fracture, adhesive is 
applied to the arm and attached to the lower bar 
of the hoop, the forearm being flexed at a right 
angle and supported by a sling. If the skin of the 
arm is not intact, or the fracture is lower, extension 
is obtained by traction applied just below the 
elbow. Counterextension is obtained by a pad of 
rubber tubing wrapped in cotton, placed in the 
axilla and attached to the upper bar of the loop. 
The pull is kept evenly distributed by the elasticity 
of the rubber tubing. 

The advantages of this splint are its simplicity, 
easy application, and the ease with which wounds 
of the arm can be dressed. R. G. Packarb. 


Estes, W. L.: Fracture of the Femur. 
Phila., 1916, lxiv, 74. 


Ann. Surg., 


The author defines a fracture of any bone as a 
solution of the continuity of the bone plus an injury 
which, in the large majority of instances, is a com- 
plex traumatic condition consisting of the break in the 
bone and injury to the soft tissues of the part in- 
volved, of greater or less severity. 

He says that the great majority of fractures are 
produced by incoordinate leverage. He gives tables 
of statistics both British and American showing 
the number of fractures at different age periods 
and from his own statistics concludes that the age 
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period of active hard labor produces most fractures 
of the shaft of the femur in America. 

Under diagnosis he decries prolonged manipula- 
tion and careless handling or forceful attempt to 
elicit crepitus. He says that an X-ray should be 
taken, and that only such handling as is necessary 
to the comfort of the patient should be done. He 
says that all manipulation should be postponed 
until the physician is ready to apply his permanent 
dressing, then a general snesthetic should be given 
if the patient’s general condition will admit of it, 
and manipulation and permanent splint or dressing 
applied at once. 

He says no physician who cannot give his patient 
the benefit of a well taken skiagram, or who himself 
is unable to make a fluoroscopic examination, should 
attempt to treat major fracture cases. 

He remarks that early shock is psychical, and late 
shock is due to haemorrhage and describes his 
method of treatment. 

He says that textbook statements are only aver- 
age statements based on anatomic and mechanical 
consideration, not noting physiologic and pathologic 
forces. He discusses treatment under the several 
regions of the femur, making special points in the 
treatment of each region. In discussing conserva- 
tive and open treatment he contends that, in general, 
a fracture of any part of the femur, except its neck, 
which cannot be reduced under anesthesia and re- 
tained in position by some proper apparatus by the 
middle of the second week, should have the benefit of 
an open operation, unless there are contra-indica- 
tions, but that the danger of infection is always to 
be considered and should not be lightly under- 
taken. 

The advantages .of the operation are: (1) that he 
can direct ocular examination of the condition of 
the fragments; (2) reposition and fixation by 
direct splinting of the bone; {3) evacuation of the 
blood and detritus from about the fragments, (4) a 
condition almost painless during after-treatment 
and convalescence; (5) much more freedom of move- 
ment in bed is afforded during convalescence; (6) 
earlier employment of passive movements and 
massage is possible. 

The article is worthy of very careful reading. 

James O. WALLACE. 


Nix, J. T., Jr.: Intracapsular Fracture of the Femur; 
Suggestion as to Diagnosis and Treatment. 
N. Orl. M. J., 1916, Ixviii, 768. 


After reviewing the cases at the charity hospital 
for a period of ten and one-half years, the author 
reaches the following conclusions: 

1. One in every six fractures of the femur is of 
the intracapsular variety. 

2. Fracture of the femur is rare in the negro. 

3. Sex and the side on which the fracture occurs 
seem to offer no predisposing factors. 

4. It is practically absent in childhood, common 
in adolesence, rare in the young adult, and frequent 
in old age. 


5. The mortality is comparatively low and is 
limited to advanced years. 

6. Diagnosis is sometimes difficult and should 
whenever possible be verified by the X-ray. The 
fracture should be treated as a fracture, consistently 
and logically; viz., reduction by extension, alignment 
by abduction, and immobilization by fixation with 
plaster cast. Lioyp T. Brown. 


Secord, E. R.: The Operative Treatment of Simple 
Fractures. Canad. M. Ass. J., 1916, vi, 598. 


In the author’s opinion the trend of surgical opin- 
ion and practice is away from the bone-graft and 
back to the metal-plate. The two main objections 
to the inlay graft are: (1) the great amount of 
manipulation necessary to obtain and place the 
graft, the greater area of bone exposed, and the 
increased disturbance of the neighboring muscular 
attachments, and (2) the difficulty of accurately 
retaining the graft in place. 

The author believes that the failures in the use of 
steel plates are largely due to defective technique, 
and he emphasizes the fact that the degree of asepsis 
necessary in bone work is far greater than for 
abdominal surgery. H. W. Witcox. 


Groves, H.: Some of the Principles and Problems 
Related to the Treatment of Gunshot Frac- 
tures. Bril. M.J., 1916, ii, 65. 


A gunshot wound presents two stages: a wound 
complicated by a fracture, and a fracture com- 
plicated by a wound. While neither wound nor 
fracture can be neglected, the wound claims first 
attention and must be rendered healthy before 
completing restitution of the bone. From the first 
the limb must be immobilized, and so placed that 
the wound may be readily dressed without change 
of position. Within forty-eight hours of the injury 
every wound, except the clean through-and-through 
bullet wound, should be disinfected by excision and 
the removal of foreign bodies, but after a period 
of ten days, disinfection seems hopeless, and only 
those wounds should be opened up in which infec- 
tion seems active. Immediate operation should be 
done in cases of irregular temperature, local tender- 
ness, rising leucocyte count, and an infection by the 
streptococcus, bacillus pyocyaneus, or gas-pro- 
ducing bacteria. The whole track of the wound 
should be laid wide open and left gaping without, if 
possible, drainage tubes or wicks. 

As to amputations in desperate cases, the wound 
should be opened by a transverse incision, and ampu- 
tation done later if necessary. Thus in two stages, 
both shock and sepsis are diminished, and recovery 
may more often occur before amputation. If more 
than four inches of bone are lost, if fragment bone- 
ends are devitalized, and if there are signs of septic 
absorption, amputation is advised. 

Septic shell wounds should be opened at once, 
but a bullet wound should not be explored except 
for primary drainage in sepsis. Unless loss of vital- 
ity can be proved, bone fragments of the shaft should 
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remain, but bone fragments at the joints should be 
freely excised. 

As to traction treatment it is better to delay full 
extension until the wound is healthy as shown by 
the amount of granulation tissue, meanwhile trust- 
ing to complete immobilization and sufficient ex- 
tension to maintain the same. By this delay, 
drainage is better on account of less tissue tension, 
and secondly, during the limited time, six or eight 
weeks, that adequate extension can be applied, it 
will be applied when union is actually taking place. 
For extension Groves condemns the Thomas knee- 
splint as not having constant or sufficient tension, 
and advises constant weight extension of fifteen 
to twenty pounds. ‘Transfixion of the os calcis is 
also strongly recommended. 

In cases of old ununited or malunited fractures, 
open operation must be resorted to. The false 
union must be broken down, transfixion or double 
transfixion or extension applied, and the bone ends 
must be refreshed, aided perhaps by parallel saw 
cuts in the long axis of the bone, thus opening up the 
osteogenetic layer of the bone. Plates or wire may 
be used, or if correctly applied, bone-grafts. The 
bone will grow better with periosteum attached and 
it must be firmly implanted over a wide and vascular 
area. The graft should be firmly fixed by metal 
fixation rather than by animal ligatures. 

R. G. PACKARD. 


Stone, C. A.: Subluxation of the Head of the 
Radius. J. Am. M. Ass., 1916, Ixvii, 28. 


The author reports a case and his observations 
of anatomic experiments with this condition. 

The literature of the subject is carefully covered 
and the results of his findings are best stated in the 
conclusions of the article, which are as follows: 

Subluxation of the head of the radius can occur 
while the biceps is contracted, with the forearm 
flexed and without adduction, It occurs only 
while the hand is pronated. The line of traction 
is parallel to the shaft of the bone. Supination is 
resisted because the tense lateral ligament forces 
the flattened side of the radial head against the 
anterior edge of the lesser sigmoid articulation and 
the inner attachment of the annular ligament. 
Attempts at motion throw the exposed two-thirds 
of the long axis of the head against an already 
tight ligament, making it more tense. Complete 
pronation is possible because the short part of the 
long axis is behind and moves outward against the 
loose posterior portion of the lateral ligament. 

C. C. CHATTERTON. 


SURGERY OF THE BONES, JOINTS, ETC. 


Fourmestraux: Resection of the Shoulder in 
War Surgery (Résection de l’épaule par incision 
posterieure en chirurgie de guerre). Bulli. ef mém. 
Soc. de chir. de Par., 1916, xlii, 1677. 


Among 1,300 ambulance patients Fourmestraux 
found 41 shoulder injuries with isolated or simulta- 
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neous lesions of the humeral head of the scapula and 
of the clavicle; in rr of these resection was necessary. 

In these rr cases of resection of the shoulder Four- 
mestraux made a vertical incision starting from the 
acromioclavicular articulation. This incision was 
continued behind and below on the spine of the 
scapula. The acromioclavicular articulation was 
bared; the acromion temporarily detached; the 
capsule opened; the humeral extremity more or 
less resected, the circumflex nerve having been 
pulled down out of the way for protection. 

This incision allows a good exploration of the 
scapula and the removal of crushed parts of the 
supero-external angle, an injury which is often a 
concomitant. It allows good drainage also. 

The end-results cannot be stated by the author at 
the present time but he hopes to report later. 

W. A. BRENNAN. 


Cotte, G.: Primary Resection in the Treatment 
of Articular Gunshot Wounds with Fracture 
(De la résection primitive dans le traitement des 
coups de feu articulaires avec fracture). Rev. de 
chir., 1916, li, 385. 

Cotte shows the results obtained for each joint 
in the treatment of articular injuries with fracture 
by means of resection. From this study he deduces 
the conditions in which resection should be em- 
ployed. in what cases it should be reserved, and at 
what time it should be practiced. 

A general study of articular wounds, such as are 
observed at the front, shows that these are of three 
types. The first comprises those which fall into 
the abstention class. These comprise bullet wounds 
with punctiform orifices. In these the lesions 
almost always heal in an aseptic manner provid- 
ing no hasty maneuvers are used. The treat- 
ment should be rigorous immobilization of the 
injured joint in a plastic jacket, and not the least 
injection should be made into the trajectory under 
pretext of disinfecting it. Of 78 articular wounds 
with fractures treated by Cotte, 15 were of this 
class, and abstention has always given good results. 

Although the end-results are generally good, yet 
in certain cases such as those in which a wedging of 
the articular surface, difficult to reduce, exists, a 
prudent and experienced surgeon will intervene after 
some days to effect reduction of the fracture, etc. 
It suffices to say that the aseptic evolution of the 
wound is compatible with all operative measures. 

The second type comprises those injuries which 
call for early amputation. Such are ruptured and 
crushed joints in which the soft parts are so badly 
damaged that a conservative operation can scarcely 
be thought of, with vascular concomitant lesions 
and the consequent expectant development of grave 
infection. Moreover, this class includes those 
cases in which the patient’s general state is too 
feeble to permit a much longer conservative inter- 
vention. 

Of the 78 articular wounds treated 14 were of this 
type. Of these amputations 8 were due to the 
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primary condition. In the other 6 an early and 
better treatment would have avoided it. 

Aside from these two types the author is of the 
opinion that all other articular wounds call for 
resection. His experience at the front has con- 
vinced him that the simpler procedures of widely 
opening up the wound and clearing it out do not 
suffice. Resection does all that these operations do 
and does it better and the end-results are much 
more satisfactory. The clear and regular surfaces 
due to resection are better than the irregular sur- 
faces left in a ripping up of the wound. Again the 
facts justify it. Of the 45 cases treated by resection, 
only 2 have died. The facts in these 2 cases 
(alcoholism and embolism) show that a more con- 
servative treatment would not have averted these 
results. 

As regards end-results there can be no doubt but 
that after resection the wounded recover much more 
simply and rapidly than after clearing operations. 
Regarding the orthopedic results of resection the 
small number of cases operated upon by Cotte is 
not sufficient to authorize him to affirm the supe- 
riority of resection over conservative procedures. 
While @ priori it must be admitted that many re- 
sected joints will not recover their mobility, or the 
limb may recover with imperfect functioning, yet 
a limb only partly useful is better than no limb, 
and it can be said that resection will almost certain- 
ly obviate infection or check the results of it. 

Regarding the time of intervention and the 
method, resection should be as early as possible, as 
it is impossible to say what will be the evolution of 
an articular injury after its occurrence. The 
author has recourse to the subperiosteal method 
following the general rules of resection laid down by 
Ollier. The anatomic route is selected which allows 
the largest exposure of the articulation while avoid- 
ing the nerves, muscles, and tendons. With these 
limitations, the resection will be as economic as 
possible. 

Cotte gives the clinical details of several cases of 
different articular lesions treated by resections to 
illustrate his contentions. W. A. BRENNAN. 


Marchak and Dupont: Treatment of Traumatic 
Arthritis of the Knee (Traitement des arthrites 
traumatiques du genou). Bull. et mém. Soc. de 
chir. de Par., 1916, xlii, 1387. 

The memoirs of these two authors were reported 
on by Delbet who pointed out that they were totally 
at variance with each other. Marchak sustains 
four points: (1) the necessity for early arthrotomy; 
(2) for large arthrotomies to follow Delbet’s tech- 
nique; (3) the utility of extension after arthrotomy; 
(4) the inconvenience of systematic resections. 
Dupont abstains from all interventions, immobilizes 
the limb and packs it in ice. He was led to adopt 
this technique by the bad results from arthrotomy. 

Marchak cared for 15 cases of purulent arthritis 
of the knee. Of these 1 died from tetanus, and 1 
from repeated hemorrhages. In 4 cases amputa- 
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tion was necessary. There were 9 recoveries with 
ankylosis. Besides these 15 cases he had 3 other 
cases in which early arthrotomy was done at the 
field hospital. In these 3 cases evolution was 
simple and they are now without complication. 
Marchak therefore concludes that the knee must be 
opened on the least showing of articular reaction. 

Dupont treated 7 patients with immobilization 
and ice pack. One died on the fifteenth day from 
purulent arthritis, arthrotomy followed later by 
amputation having been tried in vain. The other 
6 cases recovered. All these were severe cases and 
in 5 of them a projectile was lodged in the articular 
cavity. In 2 cases these were not extracted and in 
the others the extraction was only made secondarily 
when the articular reaction had completely dis- 
appeared. 

In discussing these contrary reports Delbet states 
that the end sought in making a large opening of the 
knee is not the removal of a foreign body but the 
avoidance of infection. Infection is not constant, 
and its frequency cannot be stated with precision, 
but its presence may be detected by making a 
pyoculture. The result of this will absolutely set 
at rest all questions as to abstention or intervention. 
This will not take more than three to five minutes. 
If microbes are found then a simple arthrotomy is 
made. If not, the limb is immobilized and exam- 
ination again made the next day. If streptococci 
are abundant in the pus wide arthrotomy will be 
done. If there is a foreign body in the articulation 
it is preferable to remove it at once, but the ques- 
tion of suturing, draining, or leaving the wound open 
depends as before on what is found in the pyoculture. 
Osseous lesions in themselves do not afford any 
special indications. Infection and the patient’s 
resistance must be the guide. 

Delbet’s personal experience in treating knee in- 
juries according to this procedure is not large. Of 
17 cases, 4 were aseptic and cured without arthrot- 
omy. In 3, simple arthrotomy was done, the pyo- 
culture being weakly positive. The 3 recovered 
but one was ankylosed. In the other 10 cases the 
pyoculture was strongly positive, and all had 
osseous lesions. In all these, wide arthrotomies 
were made with immobilization and extension. In 
1 case a resection was done. Five of these patients 
recovered without ankylosis; in 4 it was necessary 
to amputate. In three of these amputation cases 
the course was adopted because while the patient’s 
resistance was declining, the successive pyoculture 
showed increase in the number of microbes. All the 
patients recovered. Pyoculture therefore while it 
indicates abstention in a certain number of cases, 
suggests intervention when necessary in infected 
cases, and limits it to the resistance of the patient. 

W. A. BRENNAN. 


Whitman, R.: Treatment of Unstable Cartilages 
of the Knee-Joint. Med. Rec., 1916, xc, 145. 


Whitman considers displacement of the internal 
semilunar cartilage quite common. 
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cartilage is the one affected most frequently because 
it is more closely attached to the lateral and capsular 
ligaments and is subject to greater strain by the 
lateral mobility of the joint, especially in external 
rotation of the tibia on the femur or internal rota- 
tion of the femur on the used tibia with the knee 
flexed. This movement throws a sudden strain on 
the internal lateral ligament, whose deeper layer is 
attached to the cartilage which tears the latter loose 
and displaces its anterolateral portion backward into 
the joint where it is caught between the bones when 
the limb is extended. 

The injury usually occurs during violent exercise 
and is accompanied by a feeling of something slip- 
ping in the joint, severe pain, and inability to extend 
the knee. Effusion soon appears. 

Whitman considers that while violence is the 
immediate cause, weak feet, weak muscles, and 
faulty attitudes must be considered as predisposing 
causes, especially in women. 

The fact is emphasized by the author that recur- 
rent displacement, which so frequently occurs, or 
failure of reduction may lead to serious joint injury 
with disability and later chronic arthritis and even 
the development of a tubercular condition. 

While recognizing that the condition can be 
treated successfully in a certain percentage of cases 
by a brace, Whitman advises operation as the best 
method of dealing with these luxations. 

The operation is not dangerous in competent 
hands, and if all the injured cartilage is removed 
cure is certain. Operation with the knee in a flexed 
position, hanging over the edge of the table, and an 
incision between the patella and internal condyle 
slightly converse forward is advised. After-treat- 
ment consists in fixation in a plaster splint in slight 
flexion for two weeks and a wedge in the sole of the 
shoe or a foot-plate if valgus is present. Cure 
should be complete in a few weeks. 

FRANK D. Dickson. 


Henderson, M.S.: The Transplantation of Bone in 
Ununited Fractures of the Shaft of the Humer- 
us. Ann. Surg., Phila., 1916, lxiii, 404. 


From the records of the Boston City Hospital, it 
would appear that fractures of the humerus were 
more frequent than fractures of any other bone ex- 
cept the radius. From an experience in handling 
ten ununited fractures of the shaft of the humerus, 
the author concludes that the transplantation of 
bone is much the quickest way of obtaining a good 
result, and that if proper care is taken a perfect 
union will result in almost every case. The inlay 
method is the one of choice in obtaining union. The 
transplant must be as large as is practical (6 inches 
by one-half inch or larger). It should extend well 
past the thinned decalcified ends into the hard, 
healthy bone beyond. By removing the graft from 


the flat internal surface of the tibia, the strong crest 
of the bone is left to perform its weight-bearing 
function, and the patient may be allowed to walk 
in twelve to fourteen days. 


Adequate post-op- 
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erative fixation is most essential. A split plaster- 
of-Paris spica prepared a few days before the op- 
eration can be fastened on with adhesive strips 
immediately after the operation is completed, thus 
eliminating the difficulty of applying the spica under 
an anesthetic, and the danger of disturbing the 
graft thereby. Two or three weeks later, a new 
cast can be carefully applied with the patient sitting 
up. <A properly applied spica cast may be comfort- 
ably worn for three months, when in all probability 
union will be complete. GaTEwoop. 


Jones, R.: Transplantation of Bone, and Some 
Uses of the Bone-Graft. Brit. M.J., 1916, ii, 1. 


Jones reviews the theories of regeneration of bone 
and discusses the technique of bone-graft. 

Whether new bone comes from the periosteum of 
the graft, or from the bone itself, or from the old 
bone via the graft as a scaffold, we do know that 
for successful results autogenous grafts including 
both periosteum and medulla when possible are 
far superior to grafts from the lower animals or from 
a different individual. Adequate blood supply for 
the graft and thorough asepsis are essential, the 
area of the graft must be free from unnecessary 
blood-clot, the surfaces to be apposed must be 
freshened, and perfect immobilization for twice 
the time required in an ordinary fracture is very 
important for early union. Modified or guarded 
exercise during immobilization promotes growth. 

In military surgery bone-grafts are used to re- 
place bone destroyed by such infection as acute 
osteomyelitis, or bone destroyed by gunshot wounds, 
or to immobilize injuries of the spine in tuberculous 
arthritis, or as substitutes for plates and screws. 

Jones describes the technique thoroughly. He pre- 
fers the tibia and the double circular saw of Albee 
when possible, and strongly advises against putting 
the graft into any saline solution. The Albee and 
Hibbs operations are given in detail. Jones opposes 
operative interference in simple fractures, except in 
spiral fractures of both bones of the leg, and here 
prefers the sliding inlay method of Albee, but 
describes also the lateral graft and intramedullary 
plug. 

Hasty conclusions that union is not taking place 
in a bone-graft must not be reached, for with con- 
sequent relaxation of strict fixation, delayed union 
may mean non-union. R. G. PACKARD. 


Jacobs, C. M.: Autogenous Bone-Splints in Frac- 
tures and Tuberculous Spines. Med. Council, 
1910, Xxi, 39. 


The author gives a very sound and conservative 
outline of operative treatment in fractures and 
spinal disease. 

The advantages of autogenous bone-splints are as 
follows: 

t. In fractures, (a) it affords a means of re. 
pairing bones and obtaining functional results 
where other methods fail; (b) apposition of the 
fragments is easily maintained; (c) not being a for- 
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eign body, it is not resented by the tissues; (d) it 
neither causes osteoporosisity of bone nor delays 
callus formation and ossification; (e) it stimulates 
the bone to which it is contacted, resulting in a 
firmer and better union; (f) the technique is simple 
and requires only the ‘usual aseptic precautions. 
2. In tuberculous spines, (a) it affords early relief 
from discomfort and pain; (6) it shortens the period 
of disability; (c) in selected cases it promises a far 
more rapid cure than by conservative treatment; 
(d) it prevents deformity; (¢) it prevents existing 
deformity from becoming exaggerated; (f) it shortens 
the period of protective treatment such as is given 
by casts or braces. H. W. MeyerDINc. 


ORTHOPEDICS IN GENERAL 


Morton, D. J.: Questions Relative to the Feet 
and Their Care. //ahneman. Month., 10916, li, 
405. 

The author discusses the mechanics of the normal 
and the weak foot, the latter as seen in fly-foot or 
splay-foot and pigeon toe. Some of the points 
discussed are (1) standing in equilibrium; (2) 
running and jumping; (3) should the toe or heel be 
placed on the ground first in walking? In regard 
to the latter he believes that “placing the toes to 
the ground first produces a backward and down- 
ward movement of the ankle-joint opposing the 
direction made by the moving body. This is 
mechanically faulty and calls for undue effort.” 

As for rubber heels the author says they are 
frequently more harmful than helpful in the ab- 
normal foot. 

In regard to heels in general he says that high 
heels tend to cause a shortening of the Achilles 
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tendon. This shortening is of importance in that 
by its action on the posterior part of the foot it 
tends to depress the arch of the foot; therefore heels 
should be lowered gradually. 

The author gives the following suggestions in 
regard to proper shoes: (1) Shoes should be sufii- 
ciently wide across the region of the head of the 
metatarsals. (2) The width across the heel should 
be only such as can comfortably enclose it allowing 
for the lateral expansion of the soft structures under 
weight. (3) Across the instep the fit should be 
snug as there is no expansion in this region. (4) 
The inner line of the shoe should be straight follow- 
ing the line of the foot and great toe. (5) Under 
weight the foot lengthens and as the heel is raised 
the toes are pushed forward a little more. Sufficient 
room for all this should be given and it should be 
not less than a full half inch. Lioyp T. Brown. 


Elliott, G. R., and Bborstein, S. W.: Orthopedic 
Treatment in Hemiplegics of Long Standing. 
J. Am. M. Ass., 1916, Ixvii, 31. 


The authors urge that the orthopedic treatments 
be started early in cases of this kind. Improvement 
will continue months and years from the onset. 
They report a case of twenty-five years’ standing, 
with marked deformities, in which great improve- 
ment was made, and they emphasize that there is no 
time limit for improvement—no matter how old or 
how long neglected the case. 

Deformities should be prevented by orthopedic 
appliances if they have been allowed to occur. 
General orthopedic measures, tenotomies, forcible 
correction, massage, splints, plaster-dressings, and 
orthopedic instruments should be used in their 
correction. C. C. CHATTERTON. 
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Hammond, R.: Certain Aspects of Injuries of the 

Lower Back. Am. J. Orth. Surg., 1916, xiv, 484. 

The author divides injuries of the lower back 
into two general classes. 

1. Those cases where there has been an actual 
bone injury, such as fracture of the body, transverse 
or spinous process of the vertebra, often associated 
with a partial luxation of one vertebra or another, 
or the slipping of an intervertebral disc. 

2. Cases of severe wrenching and strain due to 
partial or complete rupture of ligaments, relaxation 
of the sacro-iliac or lumbosacral joints, associated 
with periarthritis, periostitis, and myositis of the 
structures involved. 

Both classes of cases show, in varying degree, 
muscle spasm, localized tenderness and induration, 
restricted motion of the spine and hips, and atrophy 
of one or both thighs. , 

The author considers only those cases of severe 
wrenching and strain of the lower back without de- 
monstrable fracture. 


In a large majority of cases the roentgenogram is 
of little or no help. 

In the treatment he has used adhesive strapping, 
plaster jackets and spicas, back braces, pelvic belts, 
electric light and hot air baths, massage, liniments, 
etc. Improvement was only temporary. Well 
fitting jackets and spicas were badly tolerated by 
thepatients. It wasfound necessary to remove them 
within a week or two in nearly every case. 

Puinie Lewin. 


Elsberg, C. A.: Some Technical Features of Lam- 
inectomy for Spinal Disease and Injury, 
Based on One Hundred and Fifty Spinal Opera- 
tions. J. Am. M. Ass., 1916, xvii, 168. 


The author concludes that the complete removal 
of the spinous processes and lamine is the simplest 
method for opening the spinal canal and that exag- 
geration of the symptoms of spinal disease should 
rarely follow laminectomy, unless the cord has been 
He believes in a wide opening of the spinal 
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canal, to give plenty of space. Careful attention 
to the appearance of the cord and nerve-roots in 
both normal and pathologic conditions is required 
of the spinal surgeon. He must be able to recognize 
gross abnormalities and the finer changes which 
occur in spinal disease. ‘The changes in color, the 
congestion, inflamed hyperemia, or engorgements 
of vessels or an anemic condition must all be noted. 
The mortality of laminectomy in all the author’s 
cases was ten per cent. Some of these, however, 
were suffering from hopeless diseases so that he be- 
lieves the mortality should be only about three per 
cent in individuals who have not a spinal disease 
which would otherwise be rapidly fatal without 
operative interference. C. C. CHatTerton. 


Auvray: Extraction of a Shrapnel Bullet from the 
Third Lumbar Vertebra ([xtraction d’une balle 
de shrapnel située dans le corps de la 3e vertébre 
lombaire). Bull. et mém. Soc. de chir. de Par., 1916, 
xlii, 1789. 

Reports of foreign bodies extracted from the verte- 
bre are rare. Auvray reports such a case in a sol- 
dier struck by a shrapnel bullet in the lumbar region 
a little to the left of the median line. The bullet 
had become encrusted in the vertebral column. 
Radiography showed it inserted in the body of the 
third lumbar vertebra at its superior and left lateral 
part. 

Four attempts at extraction had already failed, 
the only result being the formation of lumbar fistulz. 
Auvray succeeded in removing the bullet by utilizing 
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Bonnet, P.: The Isolation and Protection of 
Nerve-Trunks in Operations for Restoration 
of the Nerves (De l’isolation et de la protection 
des trones nerveux dans les opérations de restaura- 
tion des nerfs). Lyon chir., 1916, xili, 529. 


Operations for re-establishment of the functions 
of injured nerves are reducible to three principal 
procedures: (1) liberation of the nerve-trunk; 
(2) restoration of the injured part of the nerve; 
(3) isolation of the nerve-fibers and protection of 
the nerve-trunk, 

Bonnet is concerned only with the last. Isolation 
of the nerve-fibers can be realized in an ideal way 
by suture of the neurilemma. Anatomically this 
constitutes for the contained nerve-fibers a serous 
sheath like the synovial of the tendon or the peri- 
toneal covering of the intestine. In wounds of the 
nerve-trunk the neurilemma is opened and _ the 
fibers herniate through this serous covering and 
adhere to the neighboring tissues, most frequently 
to the muscles. It is almost always possible after 


liberation of these adherences to bare the edges of 
the neurilemma and after reintegration of the fibers 
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the paravertebral route. The post-operative course 
was normal. <A small fistulous tract still persists, 
but the author believes it will close in due course of 
time. W. A. BRENNAN. 


John, R. L.: Treatment of Caries of the Spine by 
Bone-Transplants. Am. J. Orth. Surg., to16, xiv, 
450. 

The author reports 23 operated cases with the 
following results: excellent 7; moderately good 3; 
poor 1; indifferent as to operation 8; died as a result 
of operation 1; not traced or too recent to consider 3. 

Combining the excellent and moderately good 
results 50 per cent of the patients were improved. 

In 7 cases the dorsal region was involved; the 
dorsolumbar in 10; the lumbar in 4; and the lumbo- 
sacral region in. 2 cases. 

The author believes the operation should not be 
done on a patient under five years of age. 

As a rule, those patients who were benefited were 
those who were seen and operated upon a few weeks 
or months after symptoms were first noted. As a 
part of the operative treatment they were put to 
bed, with extensions, fresh air, and forced feeding, 
and later wore plaster jackets followed by braces 
for a year or more. 

He thinks the danger of arousing and disseminat- 
ing a more or less latent infection by the trauma of 
the operation is more grave than has been generally 
conceded. In several cases the disease is arrested 
locally but not generally, that is, it may appear in a 
new focus. Lewin. 


NERVOUS SYSTEM 


to suture the neurilemma with fine catgut and thus 
realize the ideal isolation of the nerve-fibers. 

It is not always possible, however, to obtain a 
perfect restoration of the neurilemma. Almost 
always, as a complement of the suture of the 
neurilemma when this is realized, and always 
indispensable when the suture is not realized it is 
necessary to practice isolation and protection of the 
nerve-trunk. Many methods of effecting this have 
been attempted (1) by creating in the nerve-trunk 
an artificial trajectory which isolates it from the 
cicatricial tissue, (2) by protecting it by means of 
isolating sheaths; that is, the formation of an 
envelope by the aid of veins, absorbable tissue, 
metallic or other tubes, etc. 

Bonnet has employed several of these procedures 
but now he confines his choice to grafts of fatty 
tissue and grafts of hernial peritoneal sacs. In 
the cellular tissue graft the antero-internal face of 
the thigh is rendered aseptic and protected by iodine 
till the last moment. An incision parallel to the 
sartorius muscle is made. The bistoury is inserted 
under each of the lips of the incision cutting the 
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fatty tissue into a rectangle of the required size. 
This is slipped under the nerve-trunk, the lamellous 
face toward the trunk; it is then rolled around the 
nerve and sutured with fine catgut to the neurilemma 
or sometimes sutured to the neighboring muscles. 

For some months. past Bonnet has also used 
hernial sacs in similar cases. On the date fixed for 
operation some hernia patient is operated upon in 
the same place, and the hernial sac is preserved in 
warm serum for the nerve operation. After 
liberation of the nerve and suture of the neurilemma 
in the recipient the hernial sac is split longitudinally 
and slipped under the nerve-trunk, the serous face 
toward the nerve and the edges sutured with catgut 
around the trunk. If it is a question of a complete 
section of the nerve the sac is not split longitudinally, 
but simply opened at its extremity. One of the 
ends of the nerve-trunk is introduced into one of 
the orifices of the sac and the edges of this orifice 
fixed circularly to the neurilemma about 2 cm. 
from the free extremity of the nerve. If required, 
the sac may be turned up and an end-to-end suture 
of the sectioned nerve made. Then the sac rabetted 
on the suture is drawn on the inferior end and 
fixed circularly to the neurilemma far beyond the 
lesion. To reinforce the suturing of the sheath and 
help the approach of the two nerve-ends some 
strengthening sutures are necessary, fixing the 
neurilemma to the sac wall 1 cm. from the extremity 
of each free end. 

In all cases in which Bonnet used this method 
cicatrization was obtained by first intention. The 
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hernial sac graft is indicated according to the 
author more particularly in restoration of the 
sciatic and external popliteal and in the isolation of 
the median and cubital in the arm and of the 
sciatic in the thigh. The fatty tissue graft finds 
its indications whenever a nerve must be separated 
from the vicinity of a fracture, such as in paralysis 
of the radial. 

The author briefly refers to some difficulties which 
may be met in the execution of these methods. 

W. A. BRENNAN. 


Sharpe, N.: Intradural Nerve Anastomosis in 
Selected Cases of Poliomyelitic Paralysis. 
N. Y. M. J., 1916, civ, 14. 

The object of this new operation is to secure 
restoration of function to paralyzed muscles by in- 
tradural anastomosis of a nerve-root whose motor 
cells are active to a paralyzed nerve-root. The 
roots Sharpe selected in all his cases were those of 
the twelfth dorsal, or the first and second lumbar, 
because their normal function could be readily dis- 
pensed with. This operation is especially indicated 
in more or less complete paralysis of one or both 
lower limbs where little if any improvement 
can come from tendon-transplantation or from 
braces. 

Three cases are reported but not enough time has 
elapsed to draw any conclusions. All were cases of 
flaccid paralysis; all were done in two stages: (1) 
laminectomy, and (2) section of the dura and nerve- 
suture. R. G. PACKARD. 


MISCELLANEOUS 


CLINICAL ENTITIES— TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bulkley, L. D.: Cancer as a Non-surgical Disease. 
N. Y. St. J. Med., 1916, xvi, 292. 


While laboratory and other investigations have 
not demonstrated any single cause of cancer and 
have yielded only negative results, they have, by 
elimination, cleared the way for a study of its cause 
along other lines which are bright with promise. 
They have also established certain facts which con- 
firm the views which, from time to time, have been 
briefly expressed by many who were best acquainted 
with cancer, namely, that, because of its constant 
recurrence, and from the failure of surgery to check 
its rising mortality, it must be of a constitutional 
nature, intimately associated with dietary or nutri- 
tional elements. 

The positive results of laboratory investigation 
are more encouraging: 

The local mass represents only a deviation from 
the normal life and action of the ordinary cells of 
the body. 


Microscopic study has shown that there is a 
certain change in the polarity of cells about to be 
cancer-genetic, with an altered relation of the cen- 
trosome to the nucleus. These changes are again 
attributed to an alteration in the enzyme contained 
in the cell, which further depends on the nutrition 
of the cell as influenced by a faulty metabolism of 
food elements. 

The exclusion of all other possible causes leads us, 
naturally, to look to a disordered metabolism as a 
cause of the disturbed action of the hitherto normal 
cells, and we find much to confirm this view, both 
in laboratory studies on the biochemistry of cancer 
and also in clinical and statistical observations. 

Laboratory and clinical evidence demonstrates 
that the secretions and excretions of the body, both 
in early and late stages of cancer, exhibit departures 
from normal which deserve consideration. 

As all healthy cells of the body, by their ca- 
tabolism and anabolism contribute a hormone or 
something to the general circulation, so experi- 
mental evidence shows that the cells of a cancer mass 
itself, when fully developed, secrete a hormone or 
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something which is poisonous to animals and which 
probably hastens the lethal progress of the disease. 

Repeated laboratory experiences have demon- 
strated the absolute controlling effect of diet on the 
development of inoculated cancer in mice and rats 
so that the process was inhibited almost entirely 
with certain vegetable feedings. 

It is thus seen that as the laboratory has elim- 
inated the local nature of cancer, it has also, in a 
measure, established the fact that there are medical 
aspects of the disease which further studies will 
show to be of the utmost importance. 

The increase of cancer seems to depend largely 
upon the altered conditions of life, particularly 
along the lines of self-indulgence in eating and 
drinking and in indolence. 

Statistics from many countries show that in- 
crease in the consumption of meat, coffee, and al- 
coholic beverages appears to be coincident with a 
very great and proportionately greater augmentation 
of the mortality from cancer. 

At present no clear demonstration is possible of 
the direct method by which errors of metabolism 
affect the changes in cells to which we give the 
name malignant, any more than we know how other 
alterations in the body are produced, such as ar- 
terial degeneration, bone changes, obesity, etc. 

The results which have been observed in connec- 
tion with the starvation of cancer, by ligature of 
vessels, illustrate the relation of the blood supply 
{o growing cancer. 

The medical aspects of cancer thus appear in 
quite a different light from that in which they have 
been commonly viewed. We now begin to see some 
of the reasons why cancer is not primarily a surgical 
disease and some of the lines along which observa- 
tion and investigation should proceed, namely, 
biochemistry, secretory and excretory derange- 
ments, metabolic disturbances, diet, etc. 

Epwarp L, CorNeELL. 


Gillette, W. J.: Superheated Steam in the Treat- 
ment of Superficial Cancer. Med. Council, 1916, 
31. 

An account is given of the treatment of superficial 
cancer by means of superheated steam. The au- 
thor has been using the method for two years and 
to date has treated twenty cases. In his opinion 
steam cannot replace surgery in the treatment of 
internal cancer nor can it take the place of the 
heat treatment in cancer of the uterus. In most 
instances the author used the knife or electric cau- 
tery in conjunction with the steam. Its advantages 
are as follows: (1) The odor of a suppurating can- 
cerous mass disappears at once. (2) By destroying 
the sensory nerves in the location pain is eliminated. 
(3) Because of the texture of cancer growth the steam 
used at 50 to 55 pounds pressure penetrates more 
deeply than might be supposed. Cancer-cells are 


more susceptible than normal cells to increased heat. 
Hence the destruction of cancer tissue is wider than 
the application of the steam. 


Harry G. SLOAN. 
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Reyn, A.: The Use of Artificial Chemical Light in 
Lupus Vulgaris (Ueber die Anwendung des 
kuenstlichen chemichen Lichtbades_ bei Lupus 
vulgaris). Tr. XI North. Surg. Cong., Goeteborg, 
1916, July. 


The author reports his results in the treatment of 
lupus vulgaris with artificial chemical light baths 
which he commenced in 1913. He first briefly re- 
views the history of the light bath and emphasizes 
the fact that methodical use of light was first made 
after Finsen conducted a rational investigation of 
the action of light upon the organism. Bernhardt 
and Rollier were the first to employ sunlight in the 
treatment of surgical tuberculosis. While there 
has been considerable difference of opinion regard- 
ing the action of light, all seem agreed that the 
chemical rays of light are important in the treat- 
ment, and on that account sanatoria have been es- 
tablished in high altitudes where the rays of the sun 
are rich in chemical properties. In the northern 
lowlands this treatment has not been instituted on 
account of the low chemical value of the sun’s rays 
and therefore the artificial light has been introduced 
in the therapy. 

The author made some attempts in this direction 
and employed the artificial sunlight obtained from 
either the mercury arc lamp or the carbon arc lamp. 
He discusses the technique and emphasizes the fact 
that a vast difference exists between light from the 
mercury arc lamp and that from the carbon arc 
lamp; the former light contains only very weak 
penetrating outer ultraviolet rays, whereas the 
carbon arc lamp light contains all of the different 
qualities of rays and is capable of penetrating much 
deeper into the skin. There is also considerable 
difference in the erythema they induce; the mercury 
arc lamp light producing a bluish-red erythema, 
whereas the carbon arc lamp light produces a severe 
red erythema. 

This difference must be due to the difference in 
penetrability between the two lights. The mer- 
cury arc lamp light dilates only the most superficial 
capillaries, whereas the carbon arc lamp light dilates 
the deeper capillaries also. 

In discussing his cases Reyn states that the cases 
chosen for study were all old and chronic cases which 
for years had been treated with various methods 
without success. Of the 72 patients treated with 
the carbon arc lamp light 52 were cured; 15 markedly 
improved with chance of ultimate cure; in 3 the 
result was not known; and in 2 very slight improve- 
ment was observed. 

The results with the mercury lamp were far in- 
ferior to those of the carbon arc lamp light. Of 18 
patients treated with the latter, 7 stopped treat- 
ment; of the other 11 only 2 were cured, 8 improved, 
and only slight improvement was seen in one case. 

The author further emphasizes the fact that in 
treating lupus patients in addition to the light 
baths it is necessary to use local Finsen rays, as 
only thus can the nodules be made to disappear 
entirely. With the light rays alone the ulcerations 
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will heal; the infiltration will recede; the nodules 
will decrease in size but will not disappear entirely. 

Investigations at the Finsen institute at Copen- 
hagen demonstrated the following: 

1. That artificial chemical light baths in the form 
of carbon arc light baths can take the place of high 
altitude sun baths. 

2. That light alone without any climatic factors 
may heal surgical tuberculosis. 

3. That light baths are invaluable in the treat- 
ment of lupus vulgaris. 

4. That the carbon arc lamp in artificial light 
baths is far superior to the mercury arc lamp and 
should always be preferred. L. A. JUHNKE. 


Means, J. H.: Studies of the Basal Metabolism 
in Disease and Their Importance in Clinical 
Medicine. Boston M. & S. J., 1916, clxxiv, 864. 


The author has made a study of the basal metab- 
olism of normal individuals and has attempted to 
formulate simple rules by which a study of basal 
metabolism may be used as.an aid in clinical diag- 
nosis. After a more or less technical discussion of 
the means of determining the basal metabolism of an 
individual, he proceeds to the practical application 
of the method. 

The basal metabolism per square meter of body 
surface for all normal individuals being more or 
less constant, it is easy to determine whether or 
not the basal metabolism of patients is above or 
below normal. 

The author’s studies were made principally upon 
obese patients and those suffering from exophthal- 
mic goiter. He reached the following conclusions: 
Basal metabolism can be studied in a hospital clinic 
with comparatively inexpensive apparatus. The 
normal basal metabolism is a fairly constant affair 
and hence wide variations from it in disease are of 
interest to the clinician. A marked rise occurs in 
hyperthyroidism. A marked fall occurs in hypo- 
thyroidism. In hyperthyroidism it is probable 
that basal metabolism is the best index as to the 
severity of the disease and hence is a quantitative 
means of following the course and judging the effec- 
tiveness of treatment, and it is a valuable aid in 
differential diagnosis. Enormous grades of obesity 
are possible in the presence of a normal basal 
metabolism. When a reduction in metabolism was 
found in obese subjects there was also clinical 
evidence of defective internal secretion. A clearer 
conception of the food requirements in disease is 
furnished by the basal metabolism than by any 
other factor. 


Harrower, H. R.: The Diagnosis of the Internal 
Secretory Disorders; the Detection of the Minor 
Thyroid Dyscrasias. West. M. Times, 1916, xxxv, 
558. 

The intimate relation of the thyroid to metabolism, 
particularly that of proteids, makes it react to that 
unfortunately all too common etiologic factor in 
so many disorders — overfeeding — and this is 


particularly true of a diet in which meat forms a 
generous part. Intoxications of all kinds — in- 
testinal, alcoholic, drug, and those due to amoebe in 
the mouth or tonsils and to intestinal and other 
parasites — are not infrequent exciting causes of a 
breakdown in the thyroid function. 

With the foregoing suggestions in mind, coupled 
with the fundamental physiological fact that the 
thyroid is as important a factor as any in the detox- 
icating and immunizing processes of the body, it 
will be clear that the detection of a minor functional 
disorder of this gland may be of much more service 
than merely to direct attention to the measures 
necessary to reinforce the work of the lagging gland. 
A much more important thing will have been ac- 
complished if, in addition to this, the underlying 
causative element is laid bare and steps taken to 
eradicate it or to nullify its influence. Very, very 
often the proper adjuvant treatment of thyroid 
inadequacy — the treatment of its cause as well as 
its results —is made possible by applying our in- 
creased knowledge in the right way. 

For these reasons the author rarely employs 
thyroid medication without some associated treat- 
ment. Many a failure in this line of therapeutic 
effort is due to the omission of the necessary ad- 
junct measures. Epwarp L. 


Senger, W.: Influence of Syphilis upon Surgery. 
Colo. Med., 1916, xiii, 213. 

The following series of cases influenced the author 
to perform a Wassermann reaction on all patients. 
This series represents only cases showing complica- 
tions not easily explained and in which a Wassermann 
was made in an attempt to clear the diagnosis. 

Total Wassermann tests — 264. 

Medical: “3 plus” — 27; “‘4 plus”— 13. 

Surgical: ‘‘3 plus” — 21; “‘4 plus” — 20. 

Total probable syphilitics 81, or over 30 per cent. 

The surgical cases were complicated with non- 
union of fractures; sluggish appendiceal abscesses; 
severe stitch abscesses; gall-bladder infection as- 
sociated with cirrhosis of the liver; intestinal stric- 
tures suggesting cancer, etc. 

In syphilitics demanding operation, as, for in- 
stance, a crushed arm, the wound behaves just as 
should be expected, a convalescence usually pro- 
longed beyond the normal time, often with a dis- 
charging sinus persisting until antisyphilitic treat- 
ment clears the field. Epwarp L. CorNeELL. 


Morris, R. T.: Acidosis in Surgery. Am. Med., 1916, 
xi, 403. 

The author emphasizes the necessity of careful 
laboratory estimation of the patient prior to the 
operation and the removal of peripheral sources of 
irritation, such as eye strain, nasal hypertrophies, 
hemorrhoids, etc. 

Cases of acidosis include those in which there is an 
excess in the body of ketone substances, acetone, 
diacetic acid, and of the oxybutyric acids. Recent- 
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ly cases with increased ammonia elimination by the 
kidney have been included. 

Crile has shown that emotion leads to a temporary 
acidosis. Morris states that he is now at work on an 
unnamed bacterium which he believes is the cause 
of cases of duodenal ulcer. 

The phenolsulphonephthalein test will save many, 
while the soda drip will help others. 

A brief of a case should be made very much as a 
lawyer makes a brief before presenting his case to 
the court. IstworE Coun. 


SERA, VACCINES, AND FERMENTS 


Sewall, H., Mitchell, W. C., and Powell, C.: Im- 
munity Conferred by the Transfer of Immune 
and of Mixed Immune and Sensitized Serums. 
J. Am. M. Ass., 1916, lxvii, 95. 

The authors undertook this work in an effort to 
discover whether the blood serum of guinea pigs 
rendered immune to considerable intravenous 
injections of horse serum by a preceding course of 
nasal instillation of the serum had a different biologic 
effect from the serum of highly sensitive animals, 
when injected intraperitoneally into normal guinea 
pigs. They found that the serum of animals called 
immune can confer on normal guinea pigs a resist- 
ance against a long succession of intravenous injec- 
tions of the same antigen. It is also probable, they 
state, that mixtures of immune and sensitive serums 
in certain proportions give still greater protective 
effects. Notwithstanding the numerical inadequacy 
of these experiments made by them, they believe 
that, taken in connection with the broader research, 
they justify the following tentative conclusion: A 
foreign protein injected into a normal animal sets 
up reactive processes leading to the formation, in 
this field, of two antibodies having opposite char- 
acters, one tending to induce, and the other to avert, 
the establishment of the anaphylactic state. 

Serum containing an excess of the anaphylactic 
antibody, when transferred to normal animals, 
renders them, as is well known, passively anaphy- 
lactic. Serum containing a sufficient excess of the 
‘‘protective” antibody, when transferred to normal 
animals, initiates in them the phenomena of active 
immunity. Mixtures of the two types of serum 
seem still more effective, the authors state, in con- 
ferring immunity. 

The eae al of the body cells is specifically 
modified by combination with these antibodies in 
such a way as to give rise to hypersensitization on 
the one hand or to active immunity on the other. 

If the authors’ interpretation of these results is 
correct it is evident that new definitions must be 
given for “immune” serums. GeEorGE E. BEILBy. 


Forselius, C.: Experiences with the Vaccine Treat- 
ment in Surgical Cases (Erfahrungen ueber die 
Vakzinebehandlung chirurgisher Krankheiten). Tr. 
XI North. Surg. Cong., Goeteborg, 1916, July. 

Vaccine therapy used in over roo cases of cysto- 
pyelitis was not always certain in its results. If 
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large doses are employed, however, it is an adjunct 
that frequently helps where other methods fail. A 
decrease in the virulence of the infecting organism 
often takes place so that internal medicaments, 
which previously failed, can become of benefit. 
In various staphylococcus infections (acne, sycosis), 
the vaccine treatment is of value. In the severe 
mixed infections of tuberculous suppurations an 
occasional favorable result is obtained. In isolated 
instances the treatment was also employed in mixed 
infections of traumatic lesions and prophylactically 
at operations on infected areas. In septic joint and 
bone cases, such as acute osteomyelitis of not too 
severe character, the treatment with vaccine was 
justified, and less extensive operations, such as 
puncture and aspiration of pus, were sufficient. 
In puerperal sepsis and similar conditions the 
treatment was of no value. Vaccine therapy de- 
serves more attention than is usually given it as it is 
a valuable adjunct to most forms of treatment. 

JOHANSSEN, a former associate of Forselius, con- 
curred in the author’s opinion. He dwelt at length 
on 15 cases of septic osteomyelitis treated with vac- 
cine, usually accompanied by puncture or chiseling 
away of bone. In 50 per cent of these cases a favor- 
able influence was observed from the vaccination so 
that minor or lesser surgical interference was suffi- 
cient. ‘The duration of the disease seemed to be 
shortened. 

Rovsinc expressed the opinion that the physician 
who does not understand the vaccine therapy thor- 
oughly will lose many patients who otherwise could 
be saved. Naturally the autogenous vaccines are 
to be preferred. It is not to be expected that the 
invading organisms will be killed thereby (in 
bacteriuria vaccine therapy is of no value), but the 


resistance of the organism to the bacteria is in- 


creased. The treatment is good in cases of severe 
infection of the urinary tract. Rovsing obtained a 
cure in over 7 per cent of cases of cystopyelo- 
nephritis. Good results were also obtained in strep- 
tococcic infections of the kidney. He also cited a_ 
cure obtained in osteomyelitis. 

EvuREN treated four cases of cystopyelitis with 
vaccine but received a favorable result in only one. 

DAHLGREN agreed in the opinion that vaccine 
therapy is a valuable adjunct and cited examples of 
successful treatment in cholangitic abscesses of the 
liver and in a case of transplantation to a severely 
suppurating surface. L. A. JUHNKE. 


BLOOD 


Moots, G. W.: Observations on Blood-Pressures 
During Operations. Tr. Am. Ass. Obst. & Gynec., 
Indianapolis, 1916, Sept. 

The author deplores the lack of system and 
technique so universally prevalent in most Clinics 
as relates to pressure readings as well as their inter- 
pretation. A description of the technique as used 
by his anesthetist, McKesson, is given. A dis- 


cussion is given of systolic, diastolic, and pulse- 
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pressures, as well as pressure-ratio. Much stress 
is placed-upon pressure-ratio, it being defined as the 
relation of the pulse-pressure to the diastolic pres- 
sure, and is obtained by solving the following prob- 
lem in percentage: What per cent is the pulse- 
pressure of the diastolic pressure? 

From the records of cases of Moots’ anesthetist 
covering over eight thousand cases of his own and 
other surgeons, the following conclusions are drawn: 

1. The systolic pressure alone is of very slight 
if any value. 

2. The diastolic pressure alone is of much greater 
value than the systolic alone. 

3. The pressure-ratio is of the greatest value and 
offers the earliest danger signal. 

4. There are certain elements in technique which 
have marked and constant effect upon the pressures: 

a. The psychical or emotional state of the 
patient. 

b. The position of the patient upon the table, 
the extreme Trendelenberg being the worst. 

c. Overdosing by the anesthesist. 

d. The amount of traumatism inflicted by the 
actual operation, such as cutting and tearing the 
tissues with scissors, the hands, and other dull 
instruments; the packing of large gauze pads in- 
stead of rubber tissue into the abdominal cavity. 

e. The preservation of fluids in the body up to 
the hour of the operation, this being absolutely 
essential if the proper pressures are to be maintained. 


Klotz, O.: Fracture of Arteries. J. Med. Research, 


1916, XXXiv, 405. 


The author has had an opportunity of studying a 
great number of specimens showing calcareous de- 
generation of the media. Three specimens which 
he studied were obtained from elderly individuals, 
60, 69, and 72 years of age. The fractures occurred 
in the arteries of the lower extremities, twice in 
the posterior tibial artery, and once in the popliteal, 
just behind the knee. The appearance was virtually 
the same in all cases. The annular calcareous 
deposit was of a dense crystalline character without 
any evidence of atheroma. At one point the ring 
was broken, and between the fractured ends was an 
organizing tissue with fibroblasts and capillaries. 
Close to each end of the calcareous mass was a closely 
attached osteoid tissue containing osteoblasts and 
some calcium salts. This living bone was easily 
differentiated from the neighboring areas of calci- 
fication. The bony spicules were surrounded by 
many thin capillaries, which frequently lay in in- 
dentations in their structure. The fibroblasts ap- 
peared to have their processes enter directly into the 
substance of the newly-formed bone. This vascu- 
larized connective tissue formed a considerable and 
relatively bulky mass, both on the inner and outer 
surface of the fractured rings. Some of the prolifer- 
ative reaction entered into the deep portion of the 
intima. In one specimen the area of response 
showed the presence of blood pigment, and in apply- 
ing the iron reaction to the tissue, a positive test 
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was obtained, not only in the granular deposit of 
blood pigment, but also within the bony trabecule. 
This hemorrhage had probably been a secondary 
occurrence subsequent to the development of the 
vascular callus, although it is possible that some 
vascular tissue had been present about the calcareous 
deposit prior to the fracture. 

The author believes that fractures of the arteries 
may occur through muscular activity, the flexion 
of joints, and direct trauma imposed upon the 
vessel walls. The repair of these fractures is 
brought about by a grade of inflammation in which 
fibroblasts and blood capillaries take a great part 
and simulate a reaction comparable to that seen in 
callus. ‘These processes of repair are not uncom- 
monly accompanied by the formation of bone at 
the ends of the broken calcareous rings. 

GeorcE Betray. 


Brandt, K.: The Treatment of Thrombosis (Ueber 
die Behandlung der Thrombose). Jr. XI North. 
Surg. Cong., Goeteborg, 1916, July. 


During the last 10 years the author has treated 
17 cases of thrombosis in the lower extremities 
following obstetrical and gynecological operations, 
with elevation of the foot of the bed and with light 
massage after the fourteenth day. No case of 
embolus developed and the average time for dis- 
charge of the patients was 33 days. Had the eleva- 
tion of the bed been instituted as soon as the pain 
in the leg and slight oedema developed many cases 
would have been checked. No bandages were ap- 
plied during the treatment, and later also no stock- 
ings or supports, as these interfere with the action 
of the muscles which should propel the blood on- 
ward. As soon as the patient is allowed to be up he 
must walk and not stand; the leg should be elevated 
at intervals and should be kept elevated during the 
night. 

DAHLGREN stated that he had employed the 
same treatment in the milder cases but considered 
it inappropriate in severe bilateral cases. 

L. A. JUHNKE. 


Nicolaysen, J.: Embolism in the Arteries (Embolie 
in den Arterien). Tr. XI North. Surg. Cong., 
Goeteborg, 1916, July. 

A 52-year-old man had been suffering with sensa- 
tions of cold in the fingers for an entire winter when 
he suddenly developed a beginning gangrene of the 
third finger with severe pains which could not be 
controlled with morphine. Radial pulse was ab- 
sent; there was no rigidity; blood-pressure 115; 
Wassermann reaction was negative. An embolism 
was suspected at the division of the brachial artery 
but was not found at the operation. In the fore- 
arm, however, a trifle below the middle of the ulnar 
artery, a knot was found with the pulse obtainable 
above but not below. A 2 cm. long embolism was 
removed from this point, and another from the radial 
at about the same elevation. The vessels were su- 


tured and the pulse became palpable immediately 
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below the place of suture. The pains ceased; a line 
of demarcation developed for the gangrenous area 
and healing resulted. The sphygmograph a year 
later showed a pulsus tardus in the operated arm but 
otherwise nothing abnormal. 

BoreELius reported a case of a man, 62 years old, 
who for a year had had pains in one of his feet, 
especially severe in the last three weeks. The foot 
was pale and cold; no definite gangrene set in but 
symptoms became aggravated. The femoral artery 
was incised in the canal of Hunter but was found 
completely closed. It was then opened in the in- 
guinal region and after opening of the vessel slight 
bleeding occurred but no stream of blood. From 
the proximal end a thrombus was extracted and the 
artery was then sutured circularly to the femoral 
vein, which was patent. The other two openings 
were closed. In spite of the operation gangrene of 
the toes set in and amputation had to be resorted 
to but the patient died a month later. Autopsy 
showed that a sclerosis of the iliac artery had caused 
the thrombosis. 

HEeELLsTRoM reported a case of a 12-year-old boy 
with diphtheria, treated with antitoxin, who devel- 
oped nephritis and later severe abdominal pains and 
pains in the limbs. The feet soon became cold. 
At the laparotomy large thrombotic masses were 
found in both iliac arteries. These were all re- 
moved and it was later discovered that thrombosis 
of the hypogastric artery had also occurred. ‘The 
patient died twenty hours after the operation. 
The autopsy showed thrombi in the left auricle; 
an embolus in the lower part of the aorta; and a 
fresh thrombus at the site of the division of the com- 
mon iliac artery. 

BAUER showed a prepared aorta obtained from a 
case of mitral stenosis, from which he had removed 
an embolus in October, 1913. The patient recov- 
cred entirely and was able to perform his daily duties 
with the exception of a short time a year ago 
(embolism of the cerebellum). In April, 1916, a 
break in compensation occurred and the patient 
died. Autopsy showed extensive changes in the 
heart, with resultant changes in other organs. 
The aorta showed no macroscopic changes at the site 
where the embolism was removed and where the 
incision had been made. L. A. JUHNKE. 


Gauss, H.: Studies in Cerebral Fat Embolism, 
with Reference to the Pathology of Delirium 
and Coma. Arch. Jnl. Med., 1916, xviii, 76. 


In a previous study of the tissues of 14 persons 
who died following fractures complicated by fat 
embolism, an attempt was made to correlate the 
amount of fat present in the blood-vessels of the 
various organs, demonstrable by histologic methods, 
with the severity of the symptoms noted clinically, 
and the frequency with which the delirium occur- 
ring after fractures was ascribed to alcoholism was 
emphasized. In8 of the 14 cases delirium tremens 
had been diagnosed clinically, although histories of 
alcoholism had not been definitely established 
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in all of the cases. The study was made on the 
bodies coming to necropsy from the Cook County 
and Presbyterian hospitals, Chicago. 

Preparation of the tissues for the purpose of 
accurate estimation of the fat content is given in 
detail. Of each piece of tissue, 50 sections were 
examined; and of these, 5 sections containing average 
amounts of fat emboli were set aside for comparison. 
When these were collected they were carefully 
examined, and the amount of fat in ro fields of each 
organ was compared to the amount in 10 fields of 
the same organ of Case A, which was regarded as 
containing too per cent. Then the percentages 
of fat emboli in the several organs of each body were 
averaged and compared to Case A. The result 
was that the other thirteen bodies were found to 
contain 5 to 45 per cent of fat emboli in the organs. 
The fat emboli were most numerous in the lungs. 
In addition to the presence of fat emboli, there were 
certain circulatory alterations, as oedema and 
haemorrhages, besides fatty changes of some of the 
organs. (Edema of the brain was observed in 7; 
fat droplets in the blood stream noted at the time of 
necropsy in 6; petechial hamorrhages, also noted at 
the time of necropsy, in the skin or organs ing. In 
the lungs of all the bodies there were large numbers 
of fat emboli, and in half there were microscopic 
hemorrhages. In the heart muscle of 13 bodies 
there were fat emboli, microscopic haemorrhages in 
12, and fatty degeneration in 6. In the kidneys of 
all 14 bodies there were fat emboli, fatty degenera- 
tion in 13, and microscopic haemorrhages in 10. In 
but 6 of the livers were emboli found, while in 12 
there was venous engorgement and fatty infiltra- 
tion, the latter being marked in 7. Fat emboli were 
also found in the brain, suprarenal, gastric mucosa, 
testis, and spleen in several instances. 

The pathology of delirium and coma, the author 
states, has not been definitely established. From 
the data in the literature, there is evidence indicat- 
ing that they may be caused by a variety of anatom- 
ical lesions in addition to those mentioned. Hoch 
has studied the brain of a man dying of delirium 
tremens and finds alterations in the pyramidal cells 
of the cortex cerebri, no mention being made of 
alterations of fiber tracts or evidence of focal ne- 
crosis. 

In view of the profound disturbance in the 
central nervous system produced by the secondary 
changes of fat embolism, the author believes it is 
reasonably safe to conclude that these multiple lesions 
are intimately associated with the clinical manifesta- 
tions of delirium and coma. Georce E. BeEtrsy. 


BLOOD AND LYMPH VESSELS 


Bullrich, R. A.: A Sign in the Diagnosis of Aneu- 
risms of the Descending Aorta (Un signo para 
el diagnostico de los aneurismas de la aorta de- 
scendente). Rev. Asoc. méd., Argent., 1916, xxv, 105. 


The sign referred to by Bullrich is that already 
known of the difference of the arterial pressure in the 
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wrist and in the ankle, greater in the latter in healthy 
subjects? The author thinks it remarkable that no 
one has heretofore thought of establishing precise 
rules for use in the diagnosis of aneurisms of the 
descending aorta, by. utilizing the modification 
which this affection produces in the pressure of 
the subdiaphragmatic arterial system. 

The same modifications of pressure may occur, 
however, without aneurism due to partial oblitera- 
tion of the tibial artery or by compression of the 
aorta at the mediastinal level. Likewise the altera- 
tion of the normal relation is not found in cases 
in which an aneurism of the descending aorta exists 
when this ig fusiform or if there are deposited on 
the internal face of its wall many layers of fibrin, 
because in such cases the aneurismal dilatation 
reduces the tension considerably. 

It is necessary to recognize all these factors in 
making a diagnosis. The author gives a number of 
formule for normal and abnormal conditions of 
the arterial tension. W. A. BRENNAN. 


POISONS 


Browning, C. H.: Tetanus. Bril. J. Surg., 1916, iv, 
14. 

Browning reviews the subject of tetanus, with 
special reference to the experimental pathology 
and serum therapy. He summarizes the principal 
facts and the theoretical considerations to which 
they give rise as follows: 

1. The local muscular spasm of ascending teta- 
nus is due to the action of the toxin on the related 
segments of the spinal cord. The toxin reaches the 
cord by passing up the muscular nerves. 

2. The general muscular spasm of descending 
tetanus depends on the diffused action on the 
nervous system of toxin widely disseminated by the 
blood and lymph. 

3. The spontaneous convulsive seizures are prob- 
ably of cerebral origin. 

In regard to the prophylactic treatment, he states 
that there is a consensus of opinion that for a great 
majority of wounds 500 to 1,000 U. S. A. units repre- 
sent a sufficient dose when injected subcutaneously. 
He calls attention to the relatively short duration 
of the immunity and says that a repetition of the 
subcutaneous dose is indicated at weekly intervals 
so long as the wound is not definitely healing, and 
especially if necrotic tissue be still present. 

The treatment of declared tetanus is based upon 
the necessity of neutralizing uncombined toxins in 
the body fluids and as far as possible removing 
toxins from combination with the nervous tissue by 
contact action of the concentrated antitoxin, and 
preventing purely mechanical causes of death, such 
as asphyxia and starvation due to muscular 
spasm. 

He feels that the scheme of treatment advocated 
by Park and Nicoll is rational, i.e., as soon as pos- 
sible 3,000 to 5,000 U. S. A units are injected intra- 


spinally by means of a lumbar puncture, the serum 
being diluted with normal salt solution, from ro to 
15 ccm. being introduced, the amount being varied 
according to the age of the patient and the amount 
of spinal fluid withdrawn. At the same time 10,000 
to 15,000 units are injected intravenously; three 
or four days later a similar amount will maintain the 
tissue fluids rich in antitoxins when given subcu- 
taneously for the next five days. The intraspinal 
injection should be repeated at intervals of twenty- 
four hours. 

The use of magnesium sulphate as advocated by 
Meltzer and Kocher, also the Bacelli treatment of 
2 or 3 per cent carbolic acid subcutaneous injec- 
tions, are described in detail. D. L. Desparp. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Porter, M. F.: Primary Treatment of Wounds in 
Civil Practice. Surg., Gynec. & Obst., 19106, xxiii, 
144. 

The most important surgical lesson which the 
author has gleaned from a large experience covering 
twenty years is, he says, twofold: (1) A greater 
respect for the inherent resisting power of the tissues 
to infection, and (2) less confidence in his ability to 
cleanse infected wounds. Nature is not a “poor 
surgeon” provided she receives intelligent aid rather 
than pernicious interference. 

His deductions are as follows: (1) The primary 
dressing of a wound should be in many cases the 
final one, and in the majority of cases should not 
be changed until granulation is well established. 
(2) Too vigorous use of mechanical and chemical 
means in an effort to secure clean wounds is fre- 
quently harmful. (3) Save in exceptional cases 
strong antiseptic solutions should give way to solu- 
tions of mild strength or normal salt. (4) “‘ Thor- 
ough use of the curette” to free a wound of foreign 
particles is unsurgical. For this purpose dry gauze 
wipes, forceps, and a stream of water are advised. 
(5) Search for embedded foreign bodies had better 
be postponed until Nature has had time to complete 
her defenses. (6) Barring brain and abdominal in- 
juries, hemorrhage and shock are synonymous. 
(7) To delay a necessary operation to allow shock to 
pass is a mistake. (8) Primary amputations in 
general should be rarer than they are, and primary 
amputation of a finger is seldom wise. 

Too much zeal in the immediate adjustment and 
fixation of injured structures with sutures, wires, 
nails, plates, etc., causes unnecessary loss of lives 
and limbs. Sutures are a necessary evil, and in 
lacerated wounds are seldom necessary. Nature 
will trim a wound of devitalized structures more 
economically and safely than the surgeon. 

The question of tetanus does not enter into the 
primary treatment of wounds, save those likely to be 
infected by the tetanus bacillus, i.e., wounds coming 
in contact with dirt from streets and stables. 
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EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Dolley, D. H.: The Cytological Analysis of Shock. 
J. Med. Research, 1916, xxxiv, 305. 


Dolley states that alterations in vital conditions 
affect the functioning of the organism by reason of 
the irritability of protoplasm. Excitation and de- 
pression are the only possibilities of reaction in re- 
spect to irritability after any stimulus. There is a 
unity of mechanism after excitant or after de- 
pressant stimuli from the quantitative principle, 
which governs the reaction to both. Shock repre- 
sents only variant phases of the effect on the irri- 
table substance by alterations in vital conditions, and 
is only to be defined in terms of this relationship: the 
disturbances in the bodily state which result from 
the concatenated processes of excitation and depres- 
sion incited by alterations in external or internal 
vital conditions. Processes of excitation and de- 
pression are processes of stimulation in its proper 
technical sense. For explicitness, the term must be 
limited by a statement of the genesis. There is, 
then, the shock of injury, of surgical operation, of 
haemorrhage, of vomiting, of heat, of fear, of any 
alteration in vital conditions which makes itself 
objectively or subjectively perceptible. Each form 
of shock represents the changes in the bodily state 
which result from its peculiar concatenation of 
processes of stimulation. Collapse is the end phase 
of shock: the sum total of functional incapacity 
which is the end-result of processes of excitation and 
depression, alone or together. Grorcr FE. Bertpy. 


Hatcher, R. A., and Eggleston, C.: A Contribution 
to the Pharmacology of Novocaine. J. Pharma- 
col. & Exp. Therap., 1916, viii, 385. 

The authors give the following summary and 
conclusions of their study of the toxicity of cocaine 
and novocaine in the Laboratory of Pharmacology 
at Cornell. 

It is still commonly stated that the toxicity of 
novocaine is about one-sixth to one-tenth that of 
cocaine, even though several observers have called 
attention to the dependence of the toxicity of 
novocaine on the mode of administration, and espe- 
cially on the rapidity with which it enters the cir- 
culation. 

The toxicity of novocaine is greatest when a con- 
centrated solution is injected rapidly into the vein, 
in which case a dose of 40 mg. per kilo is fatal to the 
cat and rabbit, and probably to other animals, 
though much smaller doses cause severe, and even 
threatening, symptoms. Very much larger doses 
may be injected slowly into the vein or subcutane- 
ously without causing more than temporary dis- 
turbances. 

Cocaine shows an analogous though slighter 
variation in toxicity dependent on the mode of 
administration. 

The subcutaneous injection of a mixture of 
novocaine and epinephrin results in greatly delayed 
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absorption and consequently diminished toxicity 
of the novocaine for the cat. When such a mixture 
is injected intravenously there is a synergistic con- 
strictor action on the vessels, with an antagonistic 
effect on toxicity probably due to the action of epi- 
nephrin on the heart. 

The toxicity of novocaine is increased, but in a 
variable degree, by the previous administration of 
hydrated chloral which depresses the respiratory 
center. 

The extremes of toxicity of novocaine shown when 
it is injected rapidly into the vein of a chloralized 
cat (10 mg. per kilogram, fatal) and when ad- 
ministered slowly to a normal cat (408 ing. per kilo- 
gram with only temporary disturbance) suggest a 
possible explanation of the accidents occasionally 
seen when small doses of novocaine are used clini- 
cally. 

Novocaine leaves the blood stream rapidly, being 
fixed or destroyed in the liver, the weight of evidence 
pointing to its destruction in that organ. 

Less than three per cent (if any) of a large in- 
travenous dose is excreted unchanged in the urine 
of a cat within a period of two to three hours. 

One is not justified in speaking of the ratio of 
toxicity for cocaine and novocaine without reference 
to the mode and rate of administration, the concen- 
tration of the solution used and the species of animal 
employed. 

Novocaine in concentrated solution may be fatal 
in smaller doses than cocaine if the latter passes 
slowly into the circulation and the former rapidly. 
Nevertheless there is no reason to doubt that novo- 
caine is safer than cocaine when used properly. 

The proper clinical use of novocaine requires 
attention to the condition of the heart and respira- 
tion, and the avoidance of its rapid entrance into the 
circulation. 

The combination of epinephrin with novocaine 
certainly delays absorption from the subcutaneous 
tissues, and probably enhances the local anesthetic 
action of the latter drug. 

The liver removes novocaine from the circulating 
blood rapidly and this almost certainly accounts for 
the prompt return to normal following the rapid 
intravenous injection of a nearly fatal dose. Little 
or none of the drug is excreted unchanged in the urine 
of the cat. W. M. Booruey. 


Butler, E. E.: The Organic Depression of the Nerve- 
Cell Produced by Prolonged Ether Anzesthesia. 
J. Med. Research, 1916, xxxiv, 325. 


Changes in the nerve-cells produced by morphine 
and heat stimulation, as well as by other depressants, 
have already been studied and therefore the author 
has endeavored to determine in the present experi- 
ments the effects of the anesthetics. The experi- 
ments on morphine and heat stimulation gave 
anatomical proof for the nerve-cell of the correct- 
ness of Verworn’s physiological deductions; namely, 
that “the same stimuli which with slight intensity 
or short duration produce excitation, with increased 
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intensity or long duration can produce entirely the 
opposite effect, namely, depression.”” The author 
notes that it would be expected from the physiologi- 
cal action of the anesthetics that they would act 
in a similar way. ‘ 

The present experimental work has been devoted 
to the anatomical changes produced in the Purkinje 
cell, one of the most highly differentiated types of 
nerve-cells. The experiments were carried out on 
dogs. 

From the author’s summary of the literature it 
appears that anesthetics produce certain changes 
in the nerve-cells. The changes after the anesthe- 
sias of short duration appear to be only the changes 
of excitation, while those of longer or repeated 
anesthesia can be identified as depression. The 
investigators noted that there were no marked 
changes up to one and one-half hours, but that they 
made their appearance between that time and four 
hours, and that the changes produced depended 
upon the duration of the anesthesia. These two 
statements agree with the results obtained in Butler’s 
investigation. 

Ether anesthesia produces certain definite ana- 
tomical changes in nerve-cells of dogs. The 
changes are first those of mild activity, and later 
there are superimposed changes of depression, de- 
pending in severity upon the duration of the anzs- 
thesia. The changes of depression first make 
their appearance microscopically in about two hours. 
Anesthesia lasting two to six hours produces a 
moderate depression, up to eight hours a marked 
depression, and more than eight hours a profound 
depression with the beginning of necrobiosis. 

The severity of the anatomical changes in the 
nerve-cell appears to be in direct relation to the 
length of the anesthesia, allowance being made for 
individual variations. 

The changes vary in degree in animals of the same 
species, kept under the same form of anesthesia 
for the same length of time. 

An anesthesia of several hours’ duration for 
several successive days produces almost the same 
degree of depression in the nerve-cells as a con- 
tinuous one of the same number of hours. 

Animals which are easily kept anesthetized show 
more marked anatomical changes in the nerve-cells 
than animals that are kept under the anesthesia with 
difficulty, when the time length and the kind of 
anesthesia are the same. 

A state of collapse results from ether anesthesia 
of eight or more hours’ duration. This state of 
collapse is coincident with profound depression, 
and is considered to represent the end constitutional 
effect of a diffusely acting depressant. 

GeorceE E. BEILBy. 


Bull, C. G.: Further Observations on the Agglutin- 
ation of Bacteria in Vivo. J. Exp. Med., 1916, 
XXiv, 25. 

In a previous paper the author reported the occur- 
rence and the apparent significance of the agglutina- 


tion of bacteria within the circulation of infected 
animals. The points brought out were briefly as 
follows: Virulent pneumococci, dysentery bacilli 
of the Shiga type, and virulent influenza bacilli do 
not agglutinate when injected into the circulation of 
normal rabbits; while typhoid bacilli, dysentery 
bacilli of the Flexner group, and non-virulent 
influenza bacilli are agglutinated immediately after 
entering the circulation of these animals. On the 
other hand, an intravenous injection of a small 
quantity of specific immune sera caused an instan- 
taneous agglutination of pneumococci and Shiga 
dysentery bacilli in the circulation of infected 
rabbits. The bacterial clumps accumulated in the 
organs where they were phagocyted. It was 
suggested at that time that the power of the blood 
to cause agglutination determines, apparently, in 
large measure, whether the bacteria are to be 
promptly removed from the circulation and septi- 
cemia avoided or whether they are to remain there 
and produce a blood infection. 

The authors made further observations in this 
connection, and the results of these experiments 
corroborate the occurrence and amplify the sig- 
nificance of the agglutination of bacteria within the 
circulation of infected or inoculated animals. It 
has been pointed out by the author that an inverse 
ratio seemed to exist between the power to produce 
septicemia and the degree of the agglutination of 
the infecting bacteria in the circulation of the host. 
This conclusion was drawn from observations made 
with a few bacteria and with one animal species, the 
rabbit. The observations described here have a 
double import in that a large number of bacteria 
have been studied and the observations have been 
extended to other animals. 

Bull states that it is not his intention to urge that 
agglutinations and opsonins are all there is to the 
immunity forces, but he emphasizes the fact that 
they are operative within the circulation and organs 
of infected animals where they seem to play a deci- 
sive part in many instances. 

From his study, Bull makes the following sum- 
mary: 

Pneumococci, dysentery bacilli of the Shiga type, 
and bacillus mucosus capsulatus are agglutinated 
immediately when injected into the circulation of 
actively immunized rabbits. 

Staphylococcus aureus and albus, colon bacilli, 
meningococci, gonococci, and non-virulent pneumo- 
cocci agglutinate in the circulation of normal animals. 

Bouillon cultures of bacillus avisepticus are highly 
toxic for both rabbits and dogs. The fresh sera of 
these animals have no bactericidal action upon the 
bacteria. Dog serum opsonized the bacilli in vitro, 
and they are agglutinated and opsonized in the 
circulation and organs of normal dogs. On the 
other hand, none of this occurs in connection with 
normal rabbits. A very small quantity of culture 
produces a fatal septicemia in rabbits, but a sub- 
toxic dose is without effect in dogs. 

The degree of agglutination and opsonization of 
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bacteria within the animal body is inversely parallel 
to the infectiousness of the bacteria for the host. 
GeorcE E. BEILBy. 


Towles, C.: The Lethal Dose of Arsenic for Splenec- 
tomized Mice. J. Pharmacol. & Exp. Therap., 
1910, viii, 465. 

Since splenectomy is frequently performed as a 
treatment for severe anemia, and since in many 
cases the condition of the patient subsequently 
requires other therapy, either blood-transfusion or 
the administration of arsenic, it seemed worth 
while to the authors to determine, by animal ex- 
perimentation, whether the removal of the spleen 
influences the lethal dose of the poison. 

The first series of mice that were used in Towles’ 
experiments received arsenous acid in 1 per cent 
solution neutralized with potassium bicarbonate; 
that is, Fowler’s solution without the coloring and 
flavoring substance. This special preparation was 
diluted 1:100 with distilled water so that the animals 
received the neutralized arsenous acid in a dilu- 
tion of 1:1000. In accordance with the findings of 
Hunt that the reaction of the body tissues to poisons 
is influenced markedly by the diet, the animals 
used for this work were kept at least one week, and 
usually longer than ten days, upon a fixed diet of 
bread and water before the arsenic was injected. 
The bread was always obtained from the hospital 
kitchen and was the same throughout the experiment. 

Some preliminary injections were made with 
sodium cacodylate, but this substance had to be 
abandoned because of its lack of toxicity; 1 mg. per 
gram mouse was used without observable result. 
After the lethal dose of the prepared Fowler’s 
solution was determined the following series of 
six normal and five splenectomized mice were in- 
jected. No animal was injected a second time, 
the diet was carefully supervised and the mice were 
kept in jars filled with hay; the injection was sub- 
cutaneous and usually made in the back. 

Following this result potassium arsenite was used 
for a second series of subcutaneous injections. The 
mice for this series were kept in cotton waste instead 
of in hay as being less likely to interfere with the 
constancy of the diet. Twelve normal and six 
splenectomized mice were used. The potassium 
arsenite was made up into solution each time, o.1 
gram to 100 ccm. of distilled water. 

The first series of mice showed a clear cut differ- 
ence of result after the administration of the same 
amount of arsenic and suggested that splenectomized 
mice were more resistant to arsenic poisoning than 
normal ones. The second series, however, made it 
plain that the difference, if any exists, must be 
within the limits of normal individual variation. 
The upper limit of endurance of the normal mice 
was above o.or4 mg. of potassium arsenite per gram 
mouse and the lower limit of the lethal dose for 
splenectomized mice is below 0.0145 mg. of potas- 
sium arsenite per gram mouse. ‘Two guinea pigs, 
one of which had been splenectomized on the fourth 


of December, received a subcutaneous injection of 
potassium arsenite in a 1:100 dilution. Each re- 
ceived 0.0088 mg. per gram of body weight. The 
normal animal weighed 532 grams and the splenec- 
tomized one weighed 599 grams. Both guinea pigs 
were very sick for 48 hours after which time the 
splenectomized one became better and by evening 
of the second day was entirely well; the normal one 
died about 54 hours after injection. 

It may be concluded from these experiments that 
the body resistance to arsenic is not reduced by 
removing the spleen. GeEorGE FE. BeILBy. 


RADIOLOGY 


Schmitz, H.: An Additional Contribution to the 
Therapeutic Value of Radium in Pelvic Can- 
cers. Surg., Gynec. & Obst., 1916, xxiii, 191. 

The author reviews 80 cases of cancer of the 
pelvic organs treated with radium from April, 
1914, to April, 1916. 

A description of the technique employed is given. 
The use of the roentgen ray by the multiple-field 
cross-fire method of Gauss in conjunction with ra- 
dium is advocated; surgical procedures facilitating 
the application of radium are also discussed. 

The clinical results differ, depending on the organ 
involved, whether uterus, vagina, or rectum, and 
on the stage of the disease, whether operable, in- 
operable, or recurrent. The percentage of clinical 
cures, i.e., objectively and subjectively and not 
anatomically is as follows: 31.1 per cent, or 14 
cases, in 45 inoperable carcinomata; 25.8 per cent, 
or 5 cases, in 19 recurrent cancers. 

The conclusions are as follows: 

1. The therapeutic action of radium depends 
upon a correct technique based on a careful physical 
examination of the patient. 

2. The result of radium therapy in inoperable 
and recurrent cancers surpasses those of any 
other known therapeutic agent. 

3. The prophylactic use of radium in inoperable 
cancers increases the percentage of operability and 
probably the efficacy of the operative procedure. 

Six tables reviewing all cases treated and refer- 
ences are given. 


Heyerdahl, P. A.: Several Cases of Actinomycosis 
Cured with Radium (Einige Faelle von Actino- 
mycose geheilt mit Radium). Tr. XI North. 
Surg. Cong., 1916, Goeteborg, July. 

X-ray treatment especially combined with potas- 
sium iodide has been employed in the treatment of 
actinomycosis but radium has been tried but little. 
The author formerly reported a case which was 
cured with radium after all other methods had 
failed. He has since had five other cases in which 
a prompt cure resulted. However, one case of 
actinomycosis of the breast died of the disease four 
months afterward. 

RoOsvING mentioned a few cases treated by him 
with the X-ray. In one case a beneficial action was 
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noted; im another case, which is still under treat- 
ment, an extensive spreading of the disease resulted 
so that the X-ray treatment had to be discontinued. 
Numerous small abscesses developed which had to 
be incised. ; 

Von BERGEN has treated 8 to to cases of actino- 
mycosis with radium since 1913, and later treated 
them with the X-rays. He also observed at the 
beginning of the treatment a spreading of the 
trouble with abscess formation but later healing 
set in. Only old neglected cases (lungs) were not 
influenced, all others were improved. 

KAARSBERG cited a previously reported case of 
extensive actinomycosis of the abdomen cured with 
X-rays and potassium iodide, which has remained 
well one and one-half years. L. A. JUHNKE. 


Delavan, D. B.: Further Progress in the Use of 
Radium in the Field of Laryngology. Tr. Am. 
Laryngol. Ass., Washington, 1916, May. 

Decided advances have been made during the 
past year in our knowledge of the application of 
radium in diseases of the upper air passages, while 
the number of the conditions in which it is found 
effective is being steadily increased. 

A condition in which radium has no rival is in the 
reduction of lymphoid tumor cases, as found in 
tumors of the tongue, called hamolymphangioma. 

The treatment by radium of papillomata of the 
larynx, as with warty growths in general in other 
parts of the body, is being attended with ever 
increasing success. 

Leucoplacia of the tongue, Abbe believes, is as 
capable of cure by radium within the mouth as is 
the skin hyperkeratosis. In the mouth, however, 
the duration and the method of application require 
more judgement and skill to attain good results. 
The treatment is associated with transient painful 
irritation, but this seems essential to success. 

Chronic abrasions and fissures of the lip are cur- 
able by radium. 

New-growths of non-malignant type are receiving 
an increasing amount of attention, with excellent 
results. 

Abbe has shown a case of myeloid tumor of the 
lower jaw completely cured. 

Tumors of the larynx of various kinds have been 
caused to disappear by radium treatment, with 
complete return of the singing voice. 

In the field of nasopharyngeal fibroma the use of 
radium is most encouraging, particularly so in view 
of its success in the treatment of fibromata of the 
uterus. 

Two cases of sphenoid carcinoma, observed by the 
author, are worthy of notice. Both originated in 
the left side of the throat, close to the wall of the 
larynx, probably extralaryngeal. Both were seen 
late, long after operation would have been possible. 
Both patients were men in the early fifties, hither- 
to in perfect health, active, vigorous, and of good 
antecedents. When first seen the disease in both 
had invaded the interior of the larynx, the left 


lateral wall of the pharynx, the pyriform sinus, 
the tonsil, and the base of the tongue. Jicer- 
ations were present in both, and there was marked 
aphonia and dysphagia. Both were treated at the 
same institution, exposed to large doses of radium, and 
in both the results were materially the same. The 
first effect locally was an almost immediate control 
of the secretions of the throat. From having been 
abundant and foetid, they promptly ceased. Follow- 
ing this the areas of ulceration rapidly diminished 
in extent, and in the less severe of the two cases 
disappeared, while in the other case they seemed to 
do so. The swellings, which had appeared over 
extensive areas of the affected parts, decreased 
markedly, and the infiltrated tissues were reduced 
in size, became soft to the touch and more natural 
in appearance. Meanwhile the voice became clearer 
and deglutition improved so that both patients were 
able to swallow without pain and so were able to 
largely increase the variety of their food. The 
general improvement was remarkable. Digestion 
became normal, and sleep more prolonged and rest- 
ful. Strength increased steadily, and there was 
an almost normal condition of good spirits. One 
patient, a physician, has been able to resume office 
practice and operative work for a period of over two 
months. Both have agreed that if the further prog- 
ress of the disease should be entirely unfavorable, 
the benefit gained in the relief from suffering and 
the added comfort afforded have well repaid them 
for any inconvenience which the radium caused, 
whether from burns of the skin or from any other 
result. 

Already results worthy of profound consideration 
have been obtained. Far from being discouraged, 
there is every reason why persistent and continued 
effort should be made to finally solve the existing 
problems and give to the world a successful cure. 

Orro M. Rorr. 


Forsell, G.: Value of Roentgenology in the Treat- 
ment of Bone and Joint Tuberculosis (Dic 
Bedeutung der Roentgenuntersuchung fuer dic 
Diagnose der Knochen und Gelenktuberkulose). 
Tr. XI North. Surg. Cong., Goeteborg, 1916, July. 

By means of a series of X-ray pictures Forsell 
demonstrated the pathologic changes characteristic 
of bone and joint tuberculosis. <A diffuse atrophy 
which does not destroy the structure but makes the 
bone more transparent is peculiar to tuberculosis. 

A spotted appearance may also occur in tuberculo- 

sis, but is not particularly characteristic as it is seen 

as frequently in osteomyelitis. The presence of a 

large focus in conjunction with atrophy points to 

tuberculosis, as sarcomata do not produce atrophy. 

Characteristic of tuberculosis is also the thinning 

out of the cartilage without extensive changes in the 

bone structure. In tuberculosis of the wrist and 
foot the bones will mass together more than in 

tumors where a separation is more common. A 

negative finding does not exclude tuberculosis and 

good X-ray pictures, properly interpreted in con- 
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junction with the case history, are always extremely 
valuable in the diagnosis. He also demonstrated 
pictures of spondylitis in which the X-ray showed 
foci which could not be demonstrated clinically; also 
pictures of Koehler’s and of Calve-Perthe’s disease. 

IpsEN compared the clinical findings at operation 
with the X-ray findings in 158 operated cases of 
bone and joint tuberculosis and came to the con- 
clusion that much greater destructive processes 
were found at operation than the pictures showed. 
It is especially true that in the larger bones and 
joints foci—primary or secondary —are fre- 
quently found which were not seen on the X-ray 
plate. On the other hand, it is usually true that 
the changes demonstrated by the X-ray are in 
reality there; the destruction, however, is fre- 
quently much greater than suspected from the plate, 
as the general transparency of the affected parts 
makes it difficult to determine the extent of the 
destruction. The most positive findings are ob- 
tained in lesions of the smaller bones — hand and 
foot. 

In the discussion voN BERGEN stated that he had 
found good correspondence between the X-ray 
pictures and the clinical findings. 

WALDENSTROM showed pictures of early recog- 
nized cases, and cited examples of the significance 
of X-ray pictures in determining whether a case was 
tuberculosis or not, especially in hip disease. 

HaG.LunpD, contrary to Forsell, stated his belief 
that Koehler’s disease is not a developmental 
anomaly but a disease of traumatic origin. 

Jensen emphasized the importance of repeated 
X-ray examinations and a comparison of the plate 
of the diseased side with that of the healthy side. 

SuNpT attributes only secondary importance to 
the X-ray, as in his opinion it frequently fails in 
beginning cases, especially in hip-disease, and in 
advanced cases does not indicate whether the de- 
struction was due to tuberculosis or to chronic 
osteomyelitis. The operation also frequently shows 
a much greater destruction than was suspected from 
the X-ray plate. In hip-disease clinical symptoms 
are positive; whereas X-ray pictures (and tuber- 
culin) produce findings more or less negative. The 
X-ray picture is most dependable where it shows 
that the disease is not tuberculosis but other lesions, 
as coxa vara or Calve-Perthe’s disease, or something 
else. Contrary to Perthe, Schwarz, and others, the 
author has in the latter disease found the lighter 
areas directly under the epiphyseal cartjlage espe- 
cially in the outer and upper corner of the neck, 
showing that the disease is one of the neck as well as 
of the head. The Calve-Perthe disease is much 
more common than is generally supposed. Among 
the author’s material at the coast hospital at Fred- 
riksvarn the relation of tuberculous coxitis to Calve- 
Perthe’s disease was as 3 tor. The X-ray examina- 
tion of adults, who during childhood have had 
hip-disease, very frequently permits the certain 
exclusion of tuberculosis —in one case even 19 
years afterward. 


In closing the discussion FoRSELL maintained 
that abnormalities were always present in the X-ray 
findings of clinically diagnosticated cases, and that 
tuberculous changes in bone produce typical X-ray 
pictures because the pathologic changes are typical. 

IpsEN, in his closing remarks, maintained that he 
had seen cases in which nothing abnormal could be 
demonstrated in the pictures of early cases, and he 
emphasized that the macroscopic changes caused by 
tuberculosis in bone are not always characteristic 
and that pictures do not always show specific changes. 

L. A. JUHNKE. 


Ernst, N. P.: Treatment of Surgical Tuberculosis 
with the General Carbon Arc Light Bath 
(Behandlung. chirurgischer Tuberkulose mit ge- 
nerellem Kohlebogenlichtbad). Tr. XI North. 
Surg. Cong., 1916, Goeteborg, July. 


The treatment has been employed since the fall 
of 1913. The source of light was the carbon arc 
light of 20 to 75 amperes. Only in 3 cases of spina 
ventosa in children was the quartz lamp employed. 
The treatment was commenced with exposures 
lasting one-half hour, the time being gradually 
increased until exposures of two and one-half hours 
every other day were given. The entire body was 
subjected to the rays. A tabulated review of the 
results of 100 treated cases having 150 surgical 
tuberculous lesions is given. Lupus is not included 
in the list although many cases were found in the 
lot. 

Of 29 patients with ulcerating and _fistulous 
lymphomata 26 were cured; in the other 3 the ulcera- 
tion and fistula disappeared and the glandular 
swelling decreased to a minimum. All 26 were 
observed from two months to two years; 4 had 
recurrences. Four patients with fistule or ulcera- 
tions after laparotomy for tuberculous peritonitis 
remained well. Ten patients with subcutaneous 
tuberculosis were all cured and some rather quickly. 
All have been followed up and are well, some of them 
six months after the termination of the treatment. 
Twenty-six cases of spina ventosa in 17 patients 
were treated. Of these 11 were closed and uncom- 
plicated; 15 were complicated, some old cases which 
were refractive to operation and X-ray treatment. 
All 26 were cured. Twenty-five were controlled, 
many for one-half year after the termination of 
the treatment and all were free from recurrences. 
Four cases of wrist-joint tuberculosis (one with 
fistula) were healed, with normal movement of the 
joint. All 4 were controlled and are free from re- 
currence; 3 of them for a period of over 10 months 
after termination of the treatment. Of 5 cases 
of closed elbow-joint tuberculosis 3 healed with 
normal mobility of the joint, one with partial mobil- 
ity. Of 4 cases of complicated tuberculosis of the 
elbow-joint 3 were cured with normal mobility 
and one with partial mobility. All 9 patients 
have been kept under control; 5 for more than 
a year after the termination of the treatment. 
Only in one fistulous case did a small conges- 
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tion abscess develop, but this healed later. One 
uncomplicated case of foot tuberculosis was 
cured but the child later developed spondylitis. 
Of 8 complicated cases 5 were cured with good or 
normal mobility; 2 were improved; and in one case 
death occurred on account of sepsis. The 6 cured 
cases were observed for three to eighteen months 
after the suspension of treatment and were free 
from recurrence. 

Three uncomplicated cases of knee-joint tuber- 
culosis were cured with normal mobility of the joint 
and were free from recurrence for 6, 6, and 12 
months respectively. Four patients with complica- 
tions (2 after resection) were cured and remained 
well from six to twenty months after termination of 
the treatment. Of 14 cases of osteitis with fistule 
11 recovered; 1 is almost well; and 2 are improved 
or unchanged. Of these 10 have been followed up 
and g have remained well —6 for more than a 
vear. Many of these patients were ambulatory 
patients and lived for the most part in very poorly 
furnished hovels and remained at work. 

In the discussion, HrEyeERDAHL stated that he 
had employed the carbon arc lamp light since Feb- 
ruary, 1913, principally in tuberculosis of the glands 
and of the soft parts. The results were good but 
he considers the treatment only an adjunct to treat- 
ment with sunlight. 

HoLMBOE employs the treatment with artificial 
light in winter and in the summer employs the sun- 
light. 

REYN protested against calling the carbon arc 
light bath only an adjunct to other forms of treat- 
ment. He believes that in cities it can replace the 
sunlight treatment entirely, with the added advan- 
tage that the patient can continue with his occupa- 
tion. L. A. JUHNKE. 


MILITARY SURGERY 


Dermer: Clinical Study on the Dressing of Wounds 
Based on 943 Observations (Etude clinique sur 
le pansement des plaies basée sur 943 obsérvations). 
Bull. et mém. Soc. de chir., de Par., 1916, xlii, 1723. 


Dermer bases his report of the effects of different 
antiseptics on ordinary wounds upon his observa- 
tions in 943 hospital cases. 

He studied two points particularly: the duration 
of hospitalization and the number of dressings used 
from the occurrence of the accident up to the time 
of recovery. 

All kinds of injuries both superficial and deep 
of different regions were taken into account. In 
the series of 943 cases, 101 were treated with oxy- 
genated water; 175 with potassium permanganate; 
75 with ether; 135 with Dakin’s liquid; and 457 
with magnesium chloride. 

With the exception of the difference in the antisep- 
tic used all other procedures were the same in all 
cases. The results obtained by Dermer bring out 
two points clearly: (1) that Dakin’s liquid generally 
has given better results than oxygenated water, 


permanganate, or ether; and (2) that the duration 
of hospitalization in the case of injuries dressed 
with chloride of magnesium has in general been only 
about one-half as long as those treated with Dakin’s 
fluid. W. A. BRENNAN. 


Leroy: Results Obtained by the Early and Syste- 
matic Disinfection of War Wounds (Résultats 
obtenus par la desinfection precoce et systématique 
des plaies de guerre). Presse méd., 1916, p. 324. 


Leroy who formerly used the expectant treat- 
ment has now adopted the method of total and 
minute exploration of the trajectory of the projec- 
tile; extraction of foreign substances; excision of 
damaged tissue; iodide disinfection followed by 
primary or secondary reunion of the wound. 

The results have been very convincing and 
are even better where the patient is treated earlier. 
Leroy has so treated 298 cases, 175 of which were 
injuries of the soft parts, all showing excellent re- 
sults. Early disinfection of articular wounds gave 
brilliant results. Of 18 such, 13 have recovered 
with restitutio ad integrum of their articulation, and 
although a few had to undergo resection, there were 
no deaths nor need of amputation. 

In 21 cases of fracture 2 were amputated on ac- 
count of excessive osseous lesions. All others 
have consolidated or are favorably progressing 
toward consolidation. The result of wide excision 
of muscle in cases of gaseous gangrene is sometimes 
astonishing. Of 35 cases of massive or diffuse 
gaseous gangrene only 5 were lost. Ambulance 
mortality has been diminished more than half since 
this procedure has been systematically employed. 

W. A. BRENNAN. 


Isnardi, L.: Treatment of Septic War Wounds by 
Abstention; Clinical Observations on 2,300 
Wounded (Cura delle ferite settiche di guerra 
coll’ astensionismo; osservazioni cliniche sopra 2,300 
feriti). Gior. d. r. Accad. di med. di Torino, 1916, 
lzxix, 3. 


The author, basing his opinions on the accounts 
published by other surgeons in the theaters of war 
and upon his own experiences as Chief Surgeon in the 
large military hospitals at Turin and Vercelli, is a 
strong advocate of abstention. Older surgeons 
were sometimes interventionists and sometimes 
abstentionists but they could not boast of success, 
because sepsis ruined their hospital results. 

Antisepsis revolutionized matters, but the result- 
ing facts Have not fulfilled expectations. In the war 
of 1870, resection of limbs and articulations, prac- 
ticed by the Germans on a large scale as preventive 
measures, gave disastrous results. Even after 
the discovery of the tubercle bacillus German sur- 
geons believed it could be destroyed by the bistoury, 
but there were numerous victims who developed 
Pott’s disease and coxitis. Today go per cent of 
such cases are cured after simple immobilization. 

The discovery of phagocytosis gave renewed hope, 
inasmuch as treacherous antisepsis could be dis- 
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pensed with. The basal motive of antisepsis was 
that it was easy to prevent sepsis, but impossible to 
conquer it with the means available. Phagocytosis, 
on the other hand, aimed at the cure of infected 
wounds, particularly the infections due to surgical 
manipulations. The good results obtained by asep- 
tic procedures showed quite clearly that the hand 
of the surgeon is the most conspicuous source of 
infection. 

Abstention as practiced in recent wars shows that 
intervention is the cause of the worst complications. 
Primary infections are very rare. Phagocytosis 
alone assures the recovery of 99 per cent of wounds, 
as shown clinically. It is only in the one case, 
where Nature clearly shows itself impotent, that 
it is permissible to intervene with asanguinary opera- 
tion. ‘To intervene in the other 99 is to dry up the 
source of phagocytosis and to deprive the organism 
of a safe natural agent and to substitute an artificial 
remedy; in the case of robust wounded it is like the 
substitution of artificial feeding for the milk of a 
young and strong mother. 

The author’s rules for the treatment of wounded 
are as follows: 

1. No immediate interference. When the in- 
jury has reached the preseptic or septic state, eleva- 
tion of the parts, immobilization of the various 
segments of the limb or of all the limb whether it is 
the bones, articulations, or muscles which are in- 
jured, medication to relieve pain, etc. 

2. Radiologic examination; no useless soundings 
— osseous fragments should be ignored. 

3. To delay making any openings and then to 
make such very small. 

4. The frequent secondary hemorrhages (exclu- 
sive of those of the larger vessels) should be treated 
by medication or simple compression, elevation, and 
immobilization. 

5. Abolition of drainage and dressings or re- 
ducing their use in exceptional cases to a very short 
period, and substituting for them cannul of silver 
nitrate with immobilization of the muscles and ex- 
ternal drains of kaolin or carbon powder. 

6. If there is a recrudescence of sepsis, a re-in- 
fection of wounds which seemed to be recovering 
with formation of phlegmons, etc., recommence in 
the same way with rest, elevation, immobilization, 
gauze, and impermeable dressings. 

7. The greatest care should be observed in exact 
medication of wounds and in the preservation and 
asepsis of the skin around them, the rational 
toilette of which must always be looked to before 
application of gauze. Avoid bringing the finger in 
contact with the skin in the vicinity of the wound. 

W. A. BRENNAN. 


Morison, R.: The Treatment of Infected Suppurat- 
ing War Wounds. § Lancet, Lond., 1916, cxci, 268. 


The method advocated by the author is as follows: 
The field and wound are first carefully cleansed with 
1:20 carbolic lotion. The wound is then filled 


with a paste made as follows: bismuth subnitrate 
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tr ounce; iodoform 2 ounces; sufficient paraffin 
liquid to make a thick paste. The wound is then 
covered with sterile gauze and the superficial 
dressing only is changed as often as necessary ac- 
cording to the amount of the discharge. The re- 
results have been uniformly satisfactory. 

J. H. 


Wright, A.E.: Treatment of Infected Wounds by 
Physiological Methods. Brit. M.J., 1916, i, 793. 


The treatment of septic war wounds divides it- 
self naturally into three therapeutic procedures: 
(1) The aim is to promote the destruction of the 
microbes deep in the tissues, re-establish normal 
conditions in the tissues and prevent spreading of 
theinfection. (2) When the deep infection has been 
exterminated the surface infection must be dealt 
with. (3) The processes of repair are promoted, 
tissues brought together, and the denuded surfaces 
covered. 

The ordinary antiseptic combines with every kind 
of albumin, thereby losing its bactericidal and pene- 
trating power. In the customary treatment of 
wounds, drainage is entirely inadequate. In tissues 
of normal density nothing like adequate effusion may 
be obtained, the lymph flow being here rapidly ar- 
rested by clotting and desiccation. No steps are 
taken to disperse infiltration or accelerate the sepa- 
ration of the sloughs or bring antibacterial lymphs 
or phagocytes to the seat of infection. Lastly, in 
the ordinary treatment of septic wounds not nearly 
enough care is taken to prevent those active and 
passive movements which lead to the mechanical 
impulsion of microbes along the lymphatics and to 
auto-inoculations. 

Saline dressings supply a means for evoking, 
in the infected wound, certain requisite physiological 
reactions. By their aid we can, while inhibiting 
bacterial growth, drain the tissues, resolve infiltra- 
tion, and promote the separation of the sloughs, 
besides giving other assistance. 

As to the physical and physiological action of 
concentrated salt solutions the following facts are 
noted: (1) A concentrated salt solution will attract 
water which will carry out with it the whole of the 
protein substance which it holds in solution. This 
means that a hypertonic salt solution applied to 
tissues lying bare in the wound, will operate as a 
lymphagogue, drawing out from the infected tissues 
lymph which has spent all its antibacterial energy 
and drawing into the tissues from the blood stream 
lymph inimical to microbic growth. (2) Brought 
into direct application upon leucocytes a hyper- 
tonic solution will disintegrate them, setting free 
trypsin. (3) It will inhibit the action of the tryptic 
ferment. (4) It will inhibit coagulation. (5) It 
will inhibit leucocytic emigration. (6) It will in- 
hibit microbic growth. 

Physiological sodium chloride exerts a positive 
chemiotactic effect on white blood corpuscles. In 
moderately dilute solution salt does not interfere 
with the activity of trypsin, nor does it inhibit 
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blood or lymph coagulation, phagocytosis, or microb- 
ic growth. 

By the time the patient reaches the clearing sta- 
tion his wound will generally have assumed the 
character of a lymph-bound, infiltrated, and slough- 
ing wound. By free incision and the application 
of hypertonic saline solution a fresh supply of lymph 
will be drawn into the wound and conditions estab- 
lished in the depths of the wound favorable to the 
extermination of the microbic infection and in the 
cavity of the wound conditions which will restore 
microbic growth. As the salt solution becomes more 
dilute the tryptic ferment comes into action and 
goes about its work of cleansing digestion. At the 
same time leucocytes emigrate into the wound and 
the discharge begins to assume a purulent character. 

In cases of gas gangrene, streptococcic cellulitis, 
infection of joints, continuous lymph-lavage is ac- 
quired and necessitates the continuous use of hyper- 
tonic salt solution. So also in cases which are 
threatened with secondary hemorrhage and it is 
very important to prevent any tryptic action. 

The author goes into detail as to the method of 
making proper solutions, and the method of apply- 
ing hypertonic salt solution so that it may produce 
an adequate lymphagogic action, and afterwards 
provide opportunity for digestive cleansing of the 
wound. Several methods of supplying hypertonic 
salt solution are described. The author does not 
favor the use of small sacs containing sodium chlor- 
ide. 

As regards the external covering to go over the 
wet salt dressings, the author favors the use of an 
impervious covering to prevent the drying up of the 
dressing and the subsequent deposition of sodium 
chloride in the dressings. 

A septic wound requires to be dressed under two 
quite different conditions: (1) it requires redressing 
as soon as tryptic ferment is set free in the cavity of 
the wound; (2) again, every septic wound should 
be redressed as soon as it is lymph-bound. 

The usual method of showing preference in the 
dressing of wounds where the dressings have become 
saturated with discharges the author believes is 
wrong. A gravely wounded man may have un- 
soiled dressings. It should be definitely determined 
that the wound is not lymph-bound and the poisons 
being absorbed into the system. 

In order to prevent auto-inoculations and a dis- 
persal of septic infection along the lymphatic chan- 
nels great care should be taken in the handling of 
infected extremities and in the moving of patients 
so as to prevent dissemination of infection. Es- 
pecially is this true in cases of compound fractures 
when too often the assistant is allowed to use the 
lower part of the extremity as a lever to support the 
limb. 

A moist dressing with an impervious covering is 
usually the best method for caring for wounds in 
preparation for long journeys during which they 
cannot be kept under close observation. 

The method of correcting certain undesirable 
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after-effects which may supervene upon the ill- 
considered or too long continued use of hypertonic 
salt solutions; and indications as to when the hyper- 
tonic salt solution ought to be discarded in favor 
of a weaker solution is discussed and several con- 
ditions are described in great detail which may arise 
following too prolonged use of hypertonic sodium 
chloride. 

Physiological salt solution is used in the destruc- 
tion of the surface infection. 

As to the final stages in the treatment of the 
wound, secondary suture is always to be desired if 
the wound can be made sufficiently clean. Careful 
observation is necessary for at least a week after- 
ward. J. H. Skires. 


Gordon, W.: The Reduction of Disabilities from 
Wounds in War. Bristol Med.-Chir. J., 1916, 
XXXiv, I. 


The early treatment of disabilities allows the 
early return of the soldier to the front and relieves 
the state of the burden of pensioning a disabled 
individual. From the standpoint of the soldier it 
ensures greater happiness for him in years to come. 

The treatment has been carried on extensively in 
France and consists essentially of: 

1. The application of heat, either moist or dry, 
which greatly facilitates the thorough course of 
massage, manipulation, mechanical treatment, and 
electricity. 

2. A re-education of the effected muscles by exer- 
cises and training, the results being checked by 
careful measurement of the initial defect and the 
ultimate gain. 

This course of treatment has given astounding 
results and it is claimed will effect a saving to 
France of about 50,000,000 francs per year. 

J. H. SKILEs. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Marvel, E.: The Surgeon’s Responsibility to the 
Economics of the Hospital. 7r. Am. Ass. Obs! 
& Gynec., Indianapolis, 1916, Sept. 

A mutual dependence exists between the hospital 
and the surgeon. This relation imposes upon the 
surgeon the duty of guardianship for, and a re- 
sponsible duty to, the institution. He becomes 
partly responsible for the waste and abuse of its 
resources. He is directly responsible for loss of 
service and embarrassment to the organization 
when late for operation, dressings, or other appoint- 
ments; the waste in using unnecessary or unduly 
expensive supplies; and for misuse of funds occa- 
sioned by encouraging expenditures for construction 
and equipment which do not give cammensurate 
beneficial returns. A staff surgeon must share re- 
sponsibility for the neglect to utilize opportunities, 
which if taken advantage of would benefit the 
hospital. It is his duty to inspire enthusiasm in 
attendants; maintain a congenial atmosphere for 
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the patients; and to further improvements in ser- 
vice. It is his privilege and duty to teach the pa- 
tient better care for self, and to give him instruction 
in regard to the prevention of recurrence of disease 
or injury. His opportunities for service to con- 
serve the institution’s interests are many and his 
responsibility proportionate. 


Gilbreth, F. B.: Motion Study in Surgery. Canad. 
J. S., 2926, zi, 22. 

The standardization of hospitals is now gradually 
being recognized as desirable and necessary. Such 
standardization must be based on measurement 
which, so far as the manual processes of the surgical 
clinic are concerned, consists mainly of motion 
study. 

Motion study concerns itself with the investiga- 
tion of activity and rest and with an attempt to 
accomplish the most of a given quality of output 
with the least expenditure of time, energy, and 
fatigue. The three main divisions of motion study 
pertain to: (1) the worker; (2) his equipment, sur- 
roundings, and tools; (3) his motions. 

Data relating to motion study in any one kind of 
work are usable in every other kind of effort and the 
surgeon furnishes in every respect the ideal example 
to be motion-studied for the four following reasons: 

1. Asa worker, in that he is the most interesting 
of all mechanics, the motions that he makes being 
the most delicate, the most interesting, and the 
most far-reaching in their importance. 

2. In his equipment, surroundings, and tools. 
Because of the importance of his work, these should 
receive more attention than those of other workers, 
and it is generally conceded that any amount of time 
and money spent upon their study is well justified. 

In spite of this fact, as yet the tools of the surgeon 


have not been standardized in any satisfactory way. ° 


Any classification made of the tools of a hospital 
shows that the tool situation is positively pathetic 
and ridiculous, this present state being the outcome 
of the incentive which ever exists to design special 
tools. 
the present tools to the tests of motion study. At 
present many individually owned, specially designed 
tools vary so slightly from the instruments of the 
hospital that the operating room nurses acknowledge 
that they continually get them mixed up with the 
instruments furnished by the hospitals for the same 
kind of operations. ‘The general tools of the hospital 
are by no means as carefully selected as are those of 
the trades and factories. 

The standardization of the tools alone is not 
sufficient; equipment and surroundings must be 
subject to the same process of measurement and 
standardization. The standardization of the loca- 
tion of the large pieces of equipment and the ar- 
rangement of the small pieces and tools in an obvious 
sequence, that new cycles of motions may have that 
speed that comes with long practice due to the 
standardization of the location and habits of 
sequence, has already been determined with great 


This condition can be realized by subjecting — 
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accuracy. These laws apply to the motions of 
surgery just as to all other work. Some may say 
that other things are more important in surgery. 
To this the reply is that motion study standardiza- 
tions in no way interfere with the other processes of 
the surgeon or his clinic, and experiments show that 
there can be a saving of more than ten per cent of the 
time that the patient is under ether in the average 
operation and, at the same time, give the surgeon 
more time to do his work with less distraction. 

3. The motions used by the surgeon offer the 
most fertile field of investigation in that they also 
are at present in a surprising state of lack of stand- 
ardization, 

4. Most important of all, the surgeon is, psycho- 
logically, by far the most interesting subject possible 
for motion study. The product which he handles is 
the most valuable, his own attitude and that of all 
concerned has the most effect upon the outcome, 
and the effect of any changes made is the most deeply 
and widely felt. 

The law for obtaining standards that automatical- 
ly increase in efficiency consists of: 

1. Finding the units in which to measure the 
desired standards. 

2. Determining the methods of measuring the 
above units. 

3. Securing such devices as will make the cost of 
measuring these units inexpensive. 

It has been difficult to determine properly the 
units of measurement in surgery. The “cost per 
patient” has often been advanced as a unit of 
measurement and is apt to be the first unit men- 
tioned when one talks hospital efficiency. Yet this 
unit is comparatively unimportant. 

The variable of the motion is the elementary unit 
of measurement of surgery and is the unit for deter- 
mining the efficiency of the hospital. Until this 
fact is recognized the surgeon cannot possibly obtain 
methods of least waste. The variable of the motion 
is also the unit for measuring efficiency in the in- 
dustries and in engineering works and where this is 
recognized in determining the methods workers 
have achieved astonishing increases in efficiency, 
sometimes as great as three to sixfold increase in 
productivity with better resulting product, less 
fatigue, and more lasting satisfaction in the outcome. 
The motions of the surgeon are, then, the units that 
are to be measured. 

The devices to be used in making these motion 
studies and time studies are determined largely by 
the type of work and worker to be studied. 

Having determined and tested the elementary mo- 
tions, the next step in standardizing the methods 
of work is to select and combine these motions 
into standard cycles and these cycles into standard 
methods. In order that this may be done, it must 


be decided, first of all, exactly what work is actually 
necessary. 

It has been found by long investigation that to 
get the greatest output with the least fatigue the 
following points must be noted: 
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1. All unnecessary work must be eliminated. 

2. Each kind of work requires its own percentage 
of rest for overcoming the fatigue it causes. 

3. Fatigue must be recognized and rest periods 
must be provided for. overcoming fatigue. 

4. Each kind of work requires its own number of 
rest periods for the greatest output and least fatigue. 

5. Too few rest periods will increase the total 
percentage of time for over-coming fatigue. 

6. Too many rest periods in a given total of time 
of rest for overcoming fatigue will reduce the quan- 
tity of output with a given amount of fatigue. 

7. Standard practice is less fatiguing than un- 
standardized practice. 

8. Devices can be used to reduce fatigue of neces- 
sary work. 

g. Devices can be used during the rest period to 
ensure quicker recovery from fatigue. 

1o. After the most economical periodicity of the 
rest intervals for the recovery from fatigue have 
been determined, the final step is to discover and 
standardize the motions of the method of least 
waste that make up the work intervals. 

Having determined exactly what work is neces- 
sary the elements may be combined to show how 
this work may be done in the most efficient manner. 
The result is the standard. 


There are two ways in which surgeons can con- 
tribute to this process of standardization: 

1. By an intensive physiological study, which 
will help in determining the ultimate units to be 
measured in all activity. 

2. By being the first and foremost to volunteer 
individually and as a body to submit their work to 
accurate measurement. 

There is absolutely no excuse for surgeons, who 
rejoice in a general and special education which is 
broader than that enjoyed by any other profession, 
not understanding exactly what the science of 
management is attempting to do and not stepping 
forward as a body to lead the way in this great 
achievement of the twentieth century. 

It is obvious that the results of so doing would be 
a great help to science and a benefit to the entire 
world. It would mean the establishment of at 
least one standard hospital with standard practice, 
and the dissemination of standards which is not 
possible today. It would mean a race of super- 
skilled, each one trained with the best methods and 
ready to teach the work of efficiency to others who 
are fitted for it. It will mean co-operation which is 
based upon a knowledge of what should be done, 
how it should be done, and who can best demonstrate 
and teach it. Epwarp L. CorNELL, 
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GYNECOLOGY 


UTERUS 


Balfour, D. C.: Cancer of the Uterus; Its Surgical 
Treatment. Texas St. J. Med., 1916, xii, 140. 


Between 55 and 60 per cent of the carcinomata of 
the cervix seen at the Mayo Clinic are of the ad- 
vanced type. It is usually quite obvious that they 
are not surgical in the sense that the disease may be 
extirpated satisfactorily. However, for such cases 
there are other means from which positive benefit 
may be derived: ligation of the blood supply and the 
use of heat, radium, and deep roentgen-ray ex- 
posures. These measures, separately or in combina- 
tion, usually ameliorate the symptoms, retard the 
progress of the disease, and improve the health of 
the patient, often for a considerable period. In 
many instances the change is remarkable, and in a 
few there may be enough destructive action on the 
growth, with sufficient subsequent mobilization of 
the uterus, to make its radical removal possible. 

In hopelessly advanced cases, in which palliative 
measures seem advisable, the following are advocat- 
ed: (1) The use of heat after the Percy method, 
coupled in suitable cases with ligation of the inter- 
nal iliac and ovarian vessels, or (2) radium, and 
(3) acetone, when circumstances necessitate other 
treatment. 

Experience with radium has been too short to 
warrant speaking definitely, but it has already been 
proved of benefit in the advanced cases where it 
has been used and it appears to be of value in the 
treatment of recurrences. 

With a primary mortality of from 20 to 25 per 
cent, we cannot expect any method of educating the 
public to the necessity of the early operative treat- 
ment of uterine cancer to produce marked results. 

The basis, therefore, of a successful propaganda 
against uterine cancer must be a lowering of the 
operative mortality and a lessening of secondary 
sequela. The increase in the percentage of per- 
manent cures will depend not so much on the char- 
acter or the extent of the operation as on the op- 
portunity of dealing with the disease in its early 
stages, and every effort should be made to keep the 
public from being prompted to delay by a mortality 
which is forbidding. 

In conclusion, the treatment of cancer of the 
uterus should be as follows: 

1. In early cancer of the cervix, thorough cauteri- 
zation followed immediately by a total abdominal 
hysterectomy. ‘The latter should be as radical as 
is consistent with the character of the case and the 
ability of the surgeon. In a small percentage of 
cases the condition of the patient may demand a 
vaginal hysterectomy as the wisest procedure. 


2. For moderately advanced cases the use of 
heat by the Percy method. ‘The surgeon must then 
decide from the results of this treatment whether a 
total abdominal hysterectomy is advisable and when. 
Vaginal hysterectomy should be considered if the 
patient is a serious operative risk. 

3. In advanced cases a determined effort to 
ameliorate the symptoms and prolong life by heat, 
radium, etc., is occasionally rewarded by a result 
which permits of radical operation. 

Epwarp L. CornNeE Lt, 


Bancroft, F. W.: Report of a Case of Carcinoma 
Uteri Treated According to the Percy Method, 
with Autopsy Findings. Am. J. Obst., N. Y., 
1916, lxxiv, 11. 


After giving a careful history of the patient, the 
operation, and the autopsy findings the author reach- 
es the following conclusions: 

There is a mortality associated with the Percy 
operation. The author’s case died with symptoms 
pointing to a severe toxemia, and as the autopsy 
revealed no lesions due to error in technique, the 
cause of the death must be attributed to the opera- 
tion itself. 

A patient undergoing this operation is under the 
influence of the anesthetic from one to two hours. 
She frequently suffers from shock and the post-opera- 
tive course is usually associated with a rise in tem- 
perature to 103° or 104° F. for several days. Sal- 
pingitis, pelvic abscess, and peritonitis are occasional 
complications. If the neoplasm has involved the 
bladder, a vesicovaginal fistula may occur. 

As a therapeutic agent, the Percy operation must 
be considered in connection with radium and X-ray. 
It is unfortunate that no definite figures showing 
the result of a large series of cases have been pub- 
lished. Until this is done it is impossible to com- 
pare its end-result with those derived from treat- 
ment with radium and the X-ray. 

Percy claims that it stops haemorrhage and the 
offensive discharge. He even thinks that a few 
cases will be enabled to go as long as five years 
without a recurrence. 

If the patient survives the operation the sequels 
are not severe; on the other hand, while there is no 
immediate mortality to radium, there are occasional 
distressing, late complications such as severe rectal 
tenesmus, proctitis, and rectovaginal fistula. Ra- 
dium workers are most enthusiastic in regard to 
the results of treatment, and time alone must 
decide the relative value of the three procedures. 

The main facts concerning the findings from the 
microscopical examination, may be summarized as 
follows: Certain islands of cancer-cells show ad- 
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vanced degenerative changes, in many instances 
reaching to stages of necrosis and dissolution. 
Others show milder grades of degeneration, and still 
others have apparently not been affected by the 
treatment. The latter cells have all the appear- 
ance of viable carcinomatous structures, but con- 
cerning the ultimate fate of even these well-pre- 
served cells the author does not wish to commit 
himself. 

The intervening structures, i.e., the musculature 
and connective tissue surrounding the island of 
cancer-cells have not wholly escaped injury. (The 
author had been led from Percy’s articles to believe 
that the connective tissue escaped injury almost 
entirely.) No claim is made that this controverts 
the experimental work of Haaland, Clowes, and 
Loeb, and the findings observed by some X-ray 
workers. 

In a case such as the author reports many ex- 
traneous factors must be considered, such as the 
difficulty of determining the viability of the cells 
by their microscopic appearance, and the uncer- 
tainty of knowing the exact temperature of the 
cautery, and the influence exerted by infection. 

C. H. Davis. 


Geist, S. H.: The Relation of Endometrium and 
Ovary to Hzmorrhage from Myomatous 
Uteri. Swurg., Gynec. & Obst., 1916, xxiii, 68. 


The author points out that while hemorrhage is 
the commonest and perhaps the most important 
symptom associated with uterine fibromyomata, no 
definite explanation to account for this hemorrhage 
has as yet been advanced. 

A review of the literature shows how much at 
variance the different theories are. The majority 
of investigators found that the mucosa was often 
hypertrophic, and attached to this an etiological 
significance in relation to the hemorrhage, while 
others simply regarded the hypertrophy as a coin- 
cidental finding. That the hypertrophy is not 
dependable on the tumor itself has been proven and 
likewise that it is not merely due to a passive oedema 
has also been demonstrated. 

The author’s material comprised 75 fibromyo- 
matous uteri, in 55 of which the adnexa were also 
carefully studied. It was found that in 72 per cent, 
the mucous membrane of the uterus was hyper- 
trophic irrespective of the phase of the normal 
menstrual cycle; in other words the commonest 
condition in the mucosa of the pathological bleed- 
ing cases is an hypertrophy. The mucosal changes 
were absolutely independent of the situation and 
size of the tumor. In a group of cases in which 
the menstrual history was normal, only 36 per 
cent showed hypertrophied mucosa and in one case 
only could this not be explained by the physiological 
phase. The entire hypertrophic picture of the 
mucosa resembles very much the change one finds 
during the normal premenstrual phase and it seems 
reasonable to suppose that the same stimulus, 


namely, some ovarian activity, is the cause of the 
hypertrophy found in both instances. 

Examination of the adnexa in 55 cases in relation 
to the bleeding and to the change in the mucosa 
showed:the predominance of one type of lesion in 
the ovary, i.e., a large corpus luteum occasionally 
cystic. In 62 per cent of the cases showing hyper- 
trophy of the endometrium, this condition in the 
ovary was found and in only three cases could the 
ovary be classified as normal. In but two instances 
in which the mucosa was in the resting stage was 
this ovarian change present. 

The analysis of the foregoing cases shows that 
when the mucosa is hypertrophic and bleeding is 
present, the ovary is grossly abnormal presenting 
either cysts, inflammation, or most commonly a 
large corpus luteum often cystic in character. 

Because of the resemblance between the hyper- 
trophy associated with fibroids and the normal 
premenstrual hypertrophy it is suggested that the 
same stimulus, perhaps perverted in one instance, 
is the cause of the hypertrophy. Vascular obstruc- 
tion cannot account for the change in the mucosa 
for in cases with subperitoneal and small intramural 
tumors, where there is no marked vascular obstruc- 
tion, we find the same change associated with 
pathological bleeding. In fibroid cases with nor- 
mal menstrual history we find that the mucosa 
corresponds to the normal phase of the menstrual 
cycle. 

Further support of the theory that the changed 
ovarian function, most likely corpus luteum, is the 
etiological factor, is offered by the evidence of X-ray 
therapy. This method of treatment stops hem- 
orrhage in myomatous cases long before the size 
and situation of the tumor can be affected. It is 
known that it is the ovary, particularly the more 
mature follicles, that are first affected. 

The clinical behavior also lends weight to the 
author’s theory, for fibroids which are associated 
with pathological bleeding do not bleed during 
pregnancy. We know that the ovarian activity to 
a great extent is in abeyance during this period and 
feel justified in assigning the important réle in caus- 
ing the cessation of hemorrhage at this time to 
the functional inactivity of the ovary. 

The conclusion is drawn that because of the 
foregoing facts, disturbance in the function of the 
ovary, perhaps of the corpus luteum, is a probable 
etiological factor in the atypical hemorrhage asso- 
ciated with fibroids. 


Findley, P.: Prolapse of the Uterus in Nulliparous 
Women. Tr. Am. Ass. Obst. & Gynec., Indianapolis, 
1916, Sept. 

The author reports two cases of prolapsus uteri 
in women who have borne no children. Virginal 
prolapse of the uterus occurs with greatest frequency 
in the newborn and in most instances there are 
associated congenital defects, notably spina bifida. 

Approximately 86 per cent of procidentia in the 
newborn is associated with spina bifida. The 
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percentage would be higher if cases of spina bifida 
occulta were included. The explanation of the 
frequent association of procidentia and spina bifida 
lies in defective innervation of the uterine supports. 
An infantilism exists in most, if not all cases of 
procidentia in nulliparous women. Poor nutrition 
and strain are contributing factors in many cases. 
The relation of mental defects to prolapsus uteri in 
nulliparous women is strikingly illustrated by a 
series of cases recorded by Kepler. 


MISCELLANEOUS 


Graves, W. P.: Practical Aspects of the Ovarian 
Secretions. JN. Y. St. J. Med., 1916, xvi, 394. 

The author’s aim is to point out certain facts of 
practical clinical importance regarding the physio- 
logical action of the ovarian secretions. ‘The results 
of his investigation are summed up as follows: 

1. Genital atrophy, the result of temporary or 
permanent cessation of ovarian function, may cause 
abnormalities of great gynecologic importance. 

2. Circulatory disturbances of the external 
genitals, such as kraurosis and furunculosis of the 
vulva, may be relieved or cured by the administra- 
tion of ovarian extract. 

3. Ablation symptoms are, in the great majority 
of instances, markedly relieved by administration of 
ovarian extract. 

4. After hysterectomy, vasomotor symptoms 
follow both transplantation of ovarian tissue and 
leaving the whole ovary in situ, similar in degree and 
frequency to those following total ablation of the 
ovaries. 

5. Functional amenorrhoea in the young is often 
relieved by the administration of ovarian extract. 


6. In the author’s experience extracts of the . 


whole ovary have been more efficacious than ex- 
tracts of the corpus luteum in organotherapy. 
Harvey B. MAttTHEws. 


Lott, H. S.: Postpuerperal Sterility: Its Cause and 
Surgical Treatment. Tr. Am. Ass. Obst. & 
Gynec., Indianapolis, 1916, Sept 

In this paper the author refers to a group of cases 
which are most frequently sequels in the confine- 
ment of primipare, but which may occur later in 
the childbearing period. As a sequence to mild 
postpartum infection, the condition resembles, in 
pathology and results, sequella to the exanthemata 
in early girlhood. The patient’s chief complaint 
is pain, dating back to a labor several years previous, 
with no distinctive feature save a chill within the 
first week of the puerperium. 

The convalescence, in other respects, seems to be 
perfectly normal. The menses reappear but the 
rhythm is broken, the interval being either too 
short or too long, with some discomfort, amounting 
to pain, during the flow, which is either too scant or 
too free; while a moderate leucorrhoea, just after the 
menstrual epoch, is the rule. In a general way the 
health is fairly good, and yet not up to normal. 
The appetite is fitful, and the food is not digested 
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well, thus bringing the usual sequence of constipa- 
tion and loss of weight. 

As a result of this mild infection there has been 
a pelvic cellulitis and involvement of the fallopian 
tubes whereby their fimbrie have become sealed to 
the surface of the ovaries. Thus function is abol- 
ished and two pain-points are established by dis- 
torted anatomic conditions. 

The appendix is often caught in the inflammatory 
reaction and, like the fimbrie of the tubes, is de- 
vitalized with its meso-attachment. ‘Thus its base 
becomes fixed to the head of the cecum, with lessen- 
ing of its lumen and abolition of any possible func- 
tion. Hence, arises the third pain-point of so much 
value in the classic group of physical signs distinc- 
tive of this pathology. 

On physical examination, then, tenderness per 
vaginam is elicited to the right and to the left of the 
uterus, while this organ swings free in normal posi- 
tion. Deep pressure just above the left ovary gives 
pain, though it is not always marked, while pressure 
on the right shows the usual blend, a tender ovary 
and also the reflex epigastric discomfort ever co- 
incident with involvement of the appendix. 

In addition to the three pain-points, the patient 
will give a history of pelvic discomfort when walking, 
most marked on coming downstairs, and a pulling 
sensation when lying down, especially when lying 
on the left side. This may beso severe as to prevent 
sleep. Our chief concern today lies in early recog- 
nition of this condition and its prevention. 

With the abdomen opened by a median incision, 
the appendix is sought and removed, with the freeing 
of any bands that may prevent normal rotation of 
the cecum. Each fallopian tube is then palpated 
to its limit; and each, in turn, with its adjacent 
ovary brought into view. The fimbria, if fastened 
to the surface of the ovary, are gently freed, and a 
filiform bougie passed through the lumen of the 
tube to the limit of the uterine cavity, thus freeing 
any possible occlusion and establishing its patency. 
This is particularly important if there has been pain’ 
during menstruation. A half pint of normal saline 
solution is introduced into the cavity just before 
closing the abdominal incision. This last step is im- 
portant, the solution assuring that the fimbriz float 
free a short time, so that their edges do not again 
become agglutinated to the surface of the ovary. 

The authors results in the few cases in which this 
procedure has been used have been gratifying. 
The pain-points have disappeared, and the patients 
walk, and lie on either side with comfort. The ap- 
petite has returned, and digestion is good, with re- 
sultant gain in weight. Of prime importance is the 
fact that menstruation resumes its normal cycle with- 
out discomfort. 


Pemberton, F. A.: Dysmenorrhoea with Ante- 
flexion and Retrocession. J. Mich. St. M. Soc., 
1916, xv, 365. 

Many patients suffering from dysmenorrhcea are 
found, on examination, to have a small anteflexed 
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uterus which is situated lower down and further back 
in the pelvis than usual, a position called retrocession. 
This position is probably due to a deficient develop- 
ment of the uterine musculature which, under nor- 
mal conditions, enormously increases at puberty. 
It has been the author’s experience to find in the 
majority of these cases that the cervical canal is not 
obstructed. 

When the abdomen is opened, these uteri are 
found to be slumped down in the hollow of the sa- 
crum. Onlifting them up, they are felt to be flaccid 
and, if drawn up by the round ligaments, they 
straighten out perfectly because they are so limp. 

The operative procedure carried out is as follows: 
The cervical canal is first dilated in order to over- 
come the obstruction, if it is present. No curetting 
is done unless there is indication for it. The 
commonest indication is a chronic endocervicitis 
which is sometimes found in these cases, and if such 
a condition is present, the cervical canal is thorough- 
ly curetted and then cauterized by the insertion 
of a thin-bladed actual cautery, first with the plane 
of the blade in the anteroposterior direction and then 
at right angles to this. 

Next the abdomen is opened and examined for any 
pathological process, which is remedied if present. 
Then the uterus is drawn up and the round ligament 
sutured to the anterior abdominal wall at points 
above the pubes on each side of the incision so that 
the uterus can be left to be straightened out by silk 
sutures passed around the round ligaments one-half 
an inch from their insertion into the uterus, and 
through the peritoneum, muscle, and fascia of the 
abdominal wall. This point of. attachment on 
each side is one to one and one-half inches above 
the symphysis. Careful examination shows that 
this is done without pulling up on the vagina. 

This operation has been done 86 times with no 
mortality. These were cases which showed only 
anteflexion with retrocession, there being no patho- 
logical process, such as adhesions, fibroids, etc. Of 
these cases, 44 have been traced: 4 of these patients 
say that they are entirely relieved of their symptoms; 
g say they are much better; and 23 say they are bet- 
ter than before operation. Of the remaining 8, 
7 are no better and one is worse. That is, approx- 
imately 80 per cent have been benefited by the 
operation. 

In regard to length of time since the operation of 
those benefited: 17 per cent were done 5 years ago; 
17 per cent were done 4 years ago; 42 per cent were 
done 3 years ago; 11 per cent were done 2 years ago; 
II per cent were done 1 year ago. 

Of those not benefited by the operation, only one 
said that she was relieved for a few months and then 
relapsed to her former condition. 

EpwaArp L. CorNELL. 


Newell, C. H.: A New and Simple Operation for 
Uterine Prolapse. Med. Herald, 1916, xxxv, 303. 


The technique of the operation is as follows: 
1. The abdomen is opened by the incision of 
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choice, the uterus freed from any pathological at- 
tachments and brought into the incision in the mid- 
dle line. 

2. If the patient has not passed the menopause, 
the tubes are bisected, the distal part remaining 
intraperitoneal and the proximal part extraperitoneal 
when the operation is completed. For obvious 
reasons the simple tying off of the tubes is not 
sufficient. 

3. Dissect the bladder off the cervix as in an 
abdominal hysterectomy, thus freeing the bladder, 
and then, by attaching it by its free peritoneal edge 
to the parietal peritoneum in the middle line, leaving 
it well elevated when the operation is finished. 

4. From this point continue to unite the parietal 
peritoneum to the cut edge of the visceral perito- 
neum on either side to the point where they come 
together on the lateral wall of the uterus. 

5. Continue to unite the peritoneum to the 
uterus by interrupted sutures on either side ascend- 
ing along the lateral wall of the uterus and finally 
joining the two edges of the peritoneum on the poste- 
rior surface of the uterus just below the level of the 
tubes, thereby leaving all of the fundus above the 
level of the tubes and almost the entire anterior 
surface of the uterus extraperitoneal. 

6. Next close the peritoneum completely from the 
point of its approximation on the posterior surface 
of the uterus to the upper angle of the incision. 
(From this point on the operation is entirely extra- 
peritoneal.) 

7. Two silk sutures are now passed, each begin- 
ning on one side, passing through the fascia and 
muscle, firmly embedded in two places in the de- 
nuded area on the cervix, passing again under the 
muscle and out through the muscle and fascia. 
The free ends are tied together, firmly fixing the 
cervix to the anterior abdominal wall. 

8. Two chromic gut sutures are applied exactly 
as the two silk sutures except they are passed 
through the fundus of the uterus, thus firmly fixing 
the fundus to the anterior abdominal wall. Both 
the silk and the chromic sutures are to be applied 
in the anterior abdominal wall at such a level as to 
insure a sufficient elevation of the pelvic floor, 
bladder, and rectum. This level necessarily varies 
with each case. 

9. Several figure-of-eight chromic gut sutures 
are fastened, first, through the muscle (not the 
fascia), then through the uterus in its fundus and 
again through the muscle and tied across the middle 
line. These sutures serve a double purpose: first, 
they offer some support to the uterus and, what is 
more important, they eliminate the space between 
the uterus and the musculature. One may or may 
not scarify the uterus at the sight of its future at- 
tachment to the abdominal wall. 

10. The abdomen is now closed in the usual man- 
ner and, pursuant of the endeavor to approach as 
nearly as possible the normal anatomical condition, 
perineorrhaphy is done if indicated. 

EpwarpD L, CorNELL. 
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Rabinovitz, M.: The Ductless Glands and Their 
Relation to the Treatment of Functional 
Gynecological Diseases. Am. J. Obst., N. Y., 
1916, Ixxiv, 177. 

After discussing at considerable length the various 
ductless glands and their interrelation, the author 
comes to the following conclusions: 

1. Functional gynecological diseases should be 
studied objectively and not subjectively only, apply- 
ing the same methods of investigation as are em- 
ployed in the detection of organic disorders. 

2. The pathology of functional diseases is outside 
the realm of cellular morphology. It invades the 
fields of physiology and biochemistry. Many of 
these disturbances are so subtle in nature, that they 
escape detection by the present means at our dis- 
posal, and some will probably never be solved. 

3. To define a disease as functional we must be 
assured that all organic factors have been elimi- 
nated. For just as much harm may be done by sub- 
mitting organic cases to functional therapy as by 
applying surgical treatment to some functional 
diseases. 

4. It is not sufficient to merely ascertain which 
gland of the endocrine series is responsible for 
certain functional disturbances, but it is also essen- 
tial to be informed about the interglandular rela- 
tion that this gland bears to the other ductless 
glands under normal and abnormal states. 

5. Owing to the intra- and interglandular reci- 
procity that exists between the ductless glands, a 
functional disease is in its final analysis never a uni- 
glandular but a polyglandular malady. It is true 
that the predominant symptoms are characteristic 
of the disturbances of the gland that is mainly 
affected, but the concomitant disturbances are just 
as important and are due to the involvement of 
other ductless glands, which have been acted upon 
by this particular gland and which in turn react 
upon it. 

6. The ideal in organotherapy will be reached 
when, (1) functional diseases will be properly diag- 
nosed; (2) when the organic products offered for 
sale will be standardized and possess a stable 
physiological potency; (3) when the active principle, 
not only of each gland, but of the different parts 
of the compound glands, such as the ovary, the 
hypophysis, and adrenals, will be isolated. 

C. H. Davis. 


Harada, T.: The Nature of the Bactericidal Prop- 
erty of Vaginal Secretion. Am. J. M. Sc., 1916, 
clii, 243. 

Harada gives a résumé of what has been done and 
said regarding the bactericidal properties of the 
vaginal secretion. Judging from this review, the 
author concludes that there is a wide diversity of 
opinion relative to the cause of the bactericidal prop- 
erty of vaginal secretion. 

Following this introductory discussion, the author 
gives, in rather full detail, the results of various 
experiments to solve this much disputed question. 
A general summary of h's experiments follows: 
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1. The bactericidal property of pregnant vaginal 
secretion is not greatly affected by different bacilli. 

2. The bactericidal property of pregnant vaginal 
secretion is gradually increased during the course of 
pregnancy. 

3. An increase of 0.9 per cent of lactic acid is 
contained in pregnant vaginal secretion. 

4. The lactic acid does not increase during the 
course ef pregnancy. 

5. The bactericidal substance in pregnant vaginal 
secretion is not of the nature of bacteriolysin, which 
is completed by association with complement. 

6. The bactericidal property of pregnant vaginal 
secretion is caused by “leukin,” ‘‘cytose,”’ or allied 
substances and lactic acid. Harvey B. Matruews. 


Riggles, J. L., and Lind, J. E.: The Possible Etiol- 
ogy of Pelvic Disease in Epilepsy. Virg. M. 
Semi-Month., 1916, xxi, 161. 

It is a fairly well accepted idea now that in an 
individual predisposed to epilepsy the reflex irrita- 
tion from some pathological condition, even in such 
a place as the peritoneal cavity, may cause seizures. 
The mental and physical activities of a woman 
reach a high point just before her menstrual period 
and, when obstructive dysmenorrhoea is present, 
the nervous discharge is diverted and there is great 
suffering, not only in the abdomen, but through 
the system generally, but especially the nervous 
system. The question of possible motor irritation 
resulting in excessive muscular action or spasm 
must be inquired into, because the presence of 
either tonic or clonic convulsions implies irritation 
of motor centers, motor tracts, or motor nerves, 
but motor irritation may also be excited secondarily 
in some reflex way, the result being a reflex spasm. 


-The full control of the functions of the pelvic viscera, 


as, for example, the bladder, is dependent upon the 
reflex centers of the spinal cord and the integrity 
of the afferent and efferent nerve-fibers constituting 
the arcs from these organs to the cord. 

The authors report the case of a white female, — 
aged 56 years, operated on ten years previous after 
having had hystero-epilepsy for 15 years. Following 
the operation she had had no seizures. Menstrua- 
tion was not established until she was 17 years old 
and dysmenorrhcea was always present preceding 
the flow, which lasted from six to ten days. She 
was married at 18 and one year later was delivered 
of her first child; the labor was normal, lasted two 
days and no instruments were used. Three other 
labors came at intervals with nothing unusual 
about them. At the age of 32 (26 years ago) she 
was delivered of her last child; the labor was pro- 
longed and hard, but no instruments were used. 
Following this labor the menstrual flow became 
irregular, with increased dysmenorrhoea and she 
suffered from pelvic pains, backache, and dragging 
sensations in the iliac regions. These symptoms 
were almost constant and rapidly exhausted her 
general strength. 

The nervous system seemed to suffer most and, 
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two years later, while undergoing one of her attacks 
of dysmenorrhoea, she had a convulsion. For a 
few years following this, each period was preceded 
by one of these seizures and after the appearance 
of the flow, which relieved the colicky pains, she 
would be quite comfortable. Her condition grad- 
ually grew worse and convulsions occurred at 
frequent intervals, without regard to the time of 
the month, eight typical attacks developing in 
one day. 

On October 1, 1906, she was attacked with severe 
colicky pains in the right iliac region. Superficial 
pressure caused increased suffering, while deep 
pressure relieved her a little. At operation a 
double hydrosalpinx and one cystic ovary were 
found and removed. 

This case emphasizes the value of a thorough 
physical overhauling in cases of epilepsy, especially 
those developing comparatively late in life, in order 
not to overlook any possible form of trouble which 
may not be obviously connected with the central 
nervous system. In women the pelvic viscera 
should be especially scrutinized on account of the 
important part which they play in the physiology 
and psychology of women. Epwarp L. CorNeLL. 


Carstens, J. H.: Points in the Diagnosis of Pelvic 
Troubles. Tr. Am. Ass. Obst. & Gynec., Indianap- 
olis, 1916, Sept. 

The author regards cases of pelvic adhesions where 
women are suffering and complaining the most dif- 
ficult of all to handle. Often nothing of importance 
can be detected; the history may be perfectly clear; 
physical examinations reveal everything in perfect 
place, but they have pain when standing, and doing 
even light work, or at defecation, or when a little 
gas rolls around in the intestines. On careful 
physical examination these patients are sensitive 
when the uterus and the pelvic organs are moved in 
certain directions. If the uterus is pushed to the 
right they complain of severe pain in the left side, 
or in the opposite direction on the other side. When 
the uterus is pushed away from the bladder no 
complaint seems to be made, but when the uterus is 
pulled forward, or away from the rectum, severe pain 
is complained of, often alsoin the back. The trouble 
in these cases is usually due to adhesions, and the 
adhesions are caused by infection from the rectum 
and sigmoid, as these patients often are suffering 
from chronic constipation. In many cases it is 
difficult to convince the patient that an operation 
is necessary where they have always been in perfect 
health before. There are many such cases where 
the history is perfectly clear as to the non-existence 
of any previous trouble, such as a gradual onset of 
pain and distress, much increased when moving the 
uterus and the pelvic organs, as described above. 

In conclusion he says: 

1. Naturally, all pelvic troubles offer difficulties 
in diagnosis. 

2. Pain on moving the uterus or pelvic organs 
indicates adhesions. 


3. These adhesions are probably caused by in- 
fection from the bowels. 

4. These obscure cases require exploratory coe- 
liotomy for perfect diagnosis and treatment. 


Darnall, W. E.: The Relation of So-called Ether 
Pneumonia to Pelvic and Abdominal Surgery. 
Tr. Am. Ass. Obst. & Gynec., Indianapolis, 1916, Sept. 


One of the most difficult things about the science 
of medicine, which is yet in its developmental and 
formative stage, is that as scientific knowledge 
advances we have to discard so many things we have 
learned. Theories and impressions received today 
have to be revised tomorrow by the discovery of 
new facts. To give up an idea or an impression that 
has been firmly implanted in one’s mind for years 
and readjust oneself to changed ideas based on new 
discoveries is not always easy. 

For many years it was commonly taught that 
ether irritated the bronchi and was largely the 
cause of what was known as postoperative pneu- 
monia. Such pneumonia was spoken of and still 
is in most hospitals as “ether pneumonia.” Yet 
any surgeon in reviewing his experience may find 
many facts to disprove and few or no reasons to 
prove that ether is the cause of pneumonia after an 
operation. It is astonishing that this misconcep- 
tion that ether has a harmful effect on the air 
passages is so widespread. In reality the correct- 
ness of this view has long since been refuted both 
clinically and experimentally. 

Ether is administered in most hospitals many 
times each day, yet the condition known as ether 
pneumonia is a rare occurrence compared with the 
number of ether administrations given. If the 
pneumonia were the result of the ether we ought to 
expect to have many cases every week. Again, if 
ether produced all the havoc it has been credited 
with the administration of it by the intratracheal 
method might almost come under the classification 
of criminal malpractice. Yet we know that this is 
done safely every day. 

Rovsing has proved experimentally that although 
ether does occasion increased secretion of the 
salivary glands of the mouth, the larynx, the 
trachea and the bronchi are not irritated at all, 
even when the animals are killed by administering 
ether through a tracheotomy tube. The only way 
therefore that ether can produce pneumonia is by 
the aspiration of the accumulated saliva in the 
throat, usually the result of technical error on the 
part of the anaesthetist who should not allow the 
secretions to accumulate in the throat. Such 
secretions may of course be easily infected from the 
buccal cavity. It is quite possible under such cir- 
cumstances that tonsillar infections, involvement 
of the nasal accessory sinuses or the teeth might 
be one of the causes of postoperative pneumonia 
which has been attributed to ether. Attention has 
frequently been called to the importance of the 
sanitation of the nose, throat, and mouth before all 
operations. 
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Miculicz, as long ago as 1898, on account of the 
somewhat frequent occurrence of postoperative 
pneumonia, had discarded ether and taken up 
chloroform in the belief that the pneumonia was due 
to the irritating effect of the ether. To his great 
surprise it appeared that the cases of chloroform 
were followed by a still greater percentage of pneu- 
monia. He therefore decided to give up narcosis 
by inhalation entirely and thereafter employed local 
anesthesia in all operations, even major ones. To 
his great surprise the result was that the lung 
complications, far from decreasing, increased to a 
considerable extent. He had 27 such cases in 114 
laparotomies. This experience overthrew the old 
conception that postoperative cases of pneumonia 
were due to inhalation narcosis. 

Cunningham’s very thorough work on the de- 
velopment of the lymphatics of the lung are both 
interesting and illuminating. He found that the 
lymphatics approach the lung from three different 
sources: From the two jugular sacs there are right 
and left lymphatic trunks, and from the retro- 
peritoneal sac there are vessels which come up be- 
hind the diaphragm. The ducts which grow down 
from the neck meet in a plexus which surrounds the 
trachea. In the primitive lung the general pattern 
of the organ is very simple. It is obviously blocked 
off into large lobules by wide connective-tissue 
septa. In the center of each lobule are the bronchus 
and the artery; in the septa are the veins. At the 
hilum the tracheal lymphatics divide into three 
plexus, one spreading on to the pleura, a second fol- 
lowing the arteries, and the third the veins. The 
plexus which follows the veins grows rapidly to the 
pleura and spreads around the border of each 
primitive lobule, blocking off the pleura into polyg- 
onal areas. From this pattern the pleural lym- 
phatics develop. At a much later stage the lym- 
phatics grow down from the center of the lobule 
along the bronchi. 

The lymphatics of the diaphragmatic surface of 
the pleura grow up behind the diaphragm from the 
retroperitoneal sac. This relation of the pleural 
lymphatics to the abdominal lymphatics is of the 
greatest importance in the consideration of the 
development of pleurisy and pneumonia following 
abdominal conditions of a septic nature. It is 
clearly seen, therefore, how easily infections may 
travel from the pelvis or other parts of the ab- 
dominal cavity up through the retroperitoneal 
lymphatic system to the pleura, the base of the lung, 
or the bronchi. 

If pneumonia after an abdominal operation is re- 
garded in the same light as the development of a sub- 
phrenic abscess after an appendectomy, they will be 
seen to bear the same analogy to the point of original 
infection. The only difference is that in the one 
case the new focus of infection locates above the 
diaphragm and in the other underneath it, but both 
are brought about by the carrying of infection from 
the original source in the abdomen up through the 
lymphatics and veins by the retroperitoneal route. 
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This idea is further strengthened by the fact that 
most postoperative pneumonias will show a mixed 
infection containing streptococci, colon bacilli, or 
other organisms, in addition to pneumococci. On 
the other hand, it is often true that the appendix, 
the gall-bladder, the fallopian tubes, and the ovaries 
may be the seat of a pneumococcus infection. 

Says Rovsing: ‘‘One curious fact should long ago 
have aroused the surgeon’s suspicions, namely, that 
almost every so-called ether pneumonia manifested 
itself after a laparotomy, while it is extremely rare 
to find pneumonia following operations on the ex- 
tremities, or the thorax, or the head. This occur- 
rence is too unusual to pass by unnoticed. In the 
main it is due to two circumstances: (1) That perito- 
neal infection is conveyed to the lungs partly by way 
of the lymph-vessels and venous blood and partly 
by embolism. (2) That the sore-bellied patient 
after an abdominal operation does not dare cough 
or breathe deeply for fear of causing himself pain. 
The result is imperfect aeration of the lung, and im- 
perfect elimination of secretions. If, therefore, the 
patient is already suffering from bronchitis, or if an 
infection of the lung sets in, the development of 
pneumonia is greatly favored and encouraged by 
the deficiency in expectoration and lung venti- 
lation.” 

In this connection it should be remembered as a 
matter of history that the first employment of ether 
in medicine was as an inhalation remedy for certain 
lung diseases such as asthma, emphysema, bron- 
chitis, etc. Rovsing is authority for the statement, 
which is borne out in the experience of others, that 
in certain badly afflicted lung patients who have to 
submit to operation that ether is not only well 
tolerated but in a good many cases it seems to have 
a quite specific beneficial effect on such lung condi- 
tions. 

It would seem proper to conclude, therefore, that 
cases of pneumonia following operations are not due 
to the ether. The term “ether pneumonia” should 
be discarded and forgotten. Postoperative pneu- 
monia occurs with great rarity except after ab- 
dominal operations, and is then probably due to an 
infection existing in the bronchi or lungs at the time 
of operation, or to imperfect aeration and ventilation 
of the lungs by reason of the fear of taking deep 
breaths after a laparotomy, but most often such 
pneumonia is a secondary infection of the lung 
following a septic abdominal condition. 


Cullen, T. S.: Adenomyoma of the Rectovaginal 
Septum. J. Am. M. Ass., 1916, Ixvii, 401. 


Myomata occurring in the septum between the 
vagina and the rectum have long been known and 
some of them have reached such a size as to en- 
croach markedly both on the vagina and on the 
rectum. In the male, so-called rectal myomata 
have been noted. In one case the tumor was as 


large as a cocoanut and at first was thought to be an 
inoperable malignant growth. The short but com- 
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prehensive article on the subject by Descoeudres is 
well worth a thorough study. 

The following tentative classification may be 
made: 

1. Small adenomyomata lying relatively free in 
the rectovaginal septum. 

2. Adenomyomata adherent to the posterior 
surface of the cervix and at the same time to the 
anterior surface of the rectum. 

3. Adenomyomata gluing the cervix and rectum 
together and spreading out into one or both broad 
ligaments. 

4. Adenomyomata involving the posterior sur- 
face of the cervix, the rectum, and broad ligaments, 
and forming a dense pelvic mass that cannot be 
liberated. 

On vaginal examination one can detect a definite 
thickening. This may be situated in the posterior 
wall to the right or left of the cervix, but is usually 
directly behind it. It may vary from 1 to 3 or 4 
cm. in breadth. The thickening is occasionally 
nodular. As a rule, however, it is diffuse, hard, 
and reminds one of dense inflammatory tissue or of 
asmall adherent myoma. In some cases the nodule 
moves with the cervix as if the two made up a single 
piece. In other cases the nodule also seems firmly 
fixed to the rectum. In a few cases the vaginal 
mucosa over the nodule has been puckered and is of 
a bluish tinge. 

On rectal examination these tumors, if situated 
directly behind the cervix, can often be more clearly 
felt than through the vagina. If the growth be 
adherent to the rectum, the bowel over this area is 
splinted and hard and does not yield. The rectal 
mucosa, however, even over the growth, is, as a 
rule, perfectly normal, although the tumor may 
project slightly into the lumen of the bowel. 

The growths, whether large or small, discrete or 
diffuse, consist of non-striated muscle and fibrous 
tissue, and have scattered throughout them typical 
uterine glands. These glands may occur singly 
and lie in direct contact with the muscle or may be 
found in groups. Asa rule they are separated from 
the muscle or fibrous tissue by the characteristic 
stroma of the uterine mucosa and at many points 
may be seen islands of stroma devoid of glands. 
In some of the glands fresh blood may be found. 
More frequently, yellowish-brown pigment is noted 
in clumps scattered throughout the stroma. This 
pigment is the remnant of old bleeding. 

Histologically these growths are identical with 
adenomyomata of the uterus. 

The most pronounced symptom is profuse men- 
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struation. In some this is painless, in others 
accompanied by great discomfort. Rectal pain is 
also a prominent feature in some cases. 

When the growth is small, is not adherent to the 
rectum, and has not spread out into the broad liga- 
ment so that it has begun to exert pressure, few, if 
any, symptoms can be expected. In those cases, 
however, in which the adenomyoma has become 
adherent to the rectum, there is a tendency to pain 
in the rectum, with or without painful defecation. 

When the growth has invaded the broad ligament 
and encroached on the nerves, we may expect dis- 
comfort referable to this region, due, in the first 
place, to the pressure on the nerves, and, in the 
second place, to the swelling of the tumor at the 
menstrual period. Profuse periods seem to be the 
rule. 

Some might argue that simple removal of the 
appendages would cause atrophy of the uterine 
mucosa contained in the adenomyomata of the 
rectovaginal septum. 

Where small discrete nodules exist in the poste- 
rior vaginal vault, these may be readily removed 
through a vaginal incision. 

Where the growth occupies the posterior surface 
of the cervix and extends laterally, after the ureters 
have been dissected out carefully a complete 
abdominal hysterectomy should be performed. 

If the growth be firmly adherent to the rectum, a 
wedge of the rectum should be removed, together 
with the uterus. It has been found best, after 
freeing the uterus on all sides, to open up the vagina 
anteriorly and laterally. The uterus and the rectum 
can then be lifted farther out of the pelvis, thus 
facilitating the removal of the necessary wedge of 
the anterior rectal wall. The uterus really acts as 
a handle, and the necessary rectal tissue and the 
uterus are removed as one piece. 

Where the lumen of the bowel is greatly narrowed, 
a complete segment of the rectum should be removed 
with the uterus and an anastomosis should be made. 

In desperate cases, where everything in the pelvis 
is glued together, an ideal operation is out of the 
question. The patient will not stand a long opera- 
tion, and, if she could, a satisfactory result could not 
be obtained. In such a case it would be better to 


cut across the sigmoid, invert the lower end, close 
it, and bring the upper end out through the abdomi- 
nal wall of the left iliac fossa, making a permanent 
colostomy. When the patient has, to some extent, 
regained her strength, the uterus, the lower portion 
of the rectum, and the broad ligament tissue can be 
shelled out as one piece. 


L, CoRNELL. 
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PREGNANCY AND ITS COMPLICATIONS 


Scheult, R.: Observations on the Frequency of 
Puerperal Eclampsia. J. Obst. & Gynec. Brit. 
Emp., 1916, xxvii, 173. 

The author presents a carefully tabulated report 
of 22 cases of eclampsia, with interesting statistics 
relative tothis complication in the Island of Trinidad. 
Within a period of six years, 1908 to 1914, there 
were 2,847 deliveries in the Colonial Hospital, 122 of 
which were complicated with eclampsia, or 1 in 23. 
During three years, 1911 to 1914, there were 6,122 
births in Port-of-Spain, during which time 24 women 
died from eclampsia; in the whole colony, during 
these three years, there were 35,425 births, and 82 
deaths from this disease. Assuming a mortality 
of 23 per cent, slightly higher than that recorded in 
the hospital service, it would appear from these data 
that the percentage of eclampsia in Port-of-Spain 
is t in 58.64, and in the colony, 1 in 99.36. 

In taking up the theories of hepatic or renal in- 
sufficiency as factors in the etiology of pregnancy 
toxemia, the author is unable to arrive at any satis- 
factory conclusions, though nephritis is a very com- 
mon disease in Trinidad. Of 1,041 primipare 
delivered during the six years covering this report, 
eclampsia developed in 77, or r in 13.5. Of 1,806 
multipare it developed in 45, or t in 4o. Sixty- 
nine twin pregnancies were recorded; of these 
eclampsia was associated in 7, or rt in ro. Of the 
122 cases, 106, or 87 per cent, occurred in women 
between the ages of 14 and 30 years. The attacks 
supervened before labor in 40.16 per cent, during 
labor in 23.77 per cent, after labor in 36.06 per cent. 

Among the 122 cases 28 mothers died, or 22.9 
per cent; 17 were primipare, 11 multipare. The 
percentage of deaths among the ante-, intra-, and 
post-partum cases was 36.7 per cent, 20.6 per cent 
and 9 per cent respectively. 

Of the 129 infants born, 44 died in parturition, 
a mortality rate of 34 per cent. Eleven others died 
within nine days,* raising the total foetal mortality 
to 42 per cent. CAREY CULBERTSON. 


Harris, J.: The Treatment of Eclampsia. 
J. Austral., 1916, ii, 55. 


Med. 


During the last five years 124 cases of eclampsia 
(ante and post-partum) were admitted to the Royal 
Hospital for Women, Paddington. Of these 20 
patients died, a death-rate of 16 per cent. This 
rate could easily be reduced if the patients were sent 
in earlier. Some of these patients were moribund 
when they arrived and lived only from half an hour 
to less than twenty-four hours after admission. A 


large number of cases, which were not in labor, have 
been treated and the children born at full time 
without the slightest trace of the previous illness. 
The points given special prominence are: (1) get 
the bowels open, (2) give veratrone, (3) get the 
skin and kidneys to act, (4) do not deliver patient 
if not in labor, but give aid in labor when nearing 
full-term. Epwarp L. CorNeELL. 


Goldsborough, F. C.: Toxzemias in Pregnancy. J. 
Mich. St. M. Soc., 1916, xv, 328. 


Goldsborough believes a differentiation between 
the two types of toxemia, eclampsia, and nephritic 
toxemia is possible, both clinically and pathological- 
ly. Clinically, from a study of the catalytic activ- 
ity of the blood, as described by Winternitz and 
Ainley, and a study of the blood-pressure, a dis- 
tinction is possible. 

The catalytic activity of the blood is decreased in 
cases of chronic nephritis, normal in cases of 
eclampsia. 

The blood-pressure is high in both types of 
toxemia, but is believed to fall to normal rapidly 
in convalescence from eclampsia; and to fall more 
slowly following recovery from nephritic toxemia. 
The urinary findings are not considered of much 
service in the differential diagnosis. 

Pathologically the liver shows the typical areas of 
necrosis in eclampsia, while the cases of nephritis 
have a characteristic kidney. D. H. Boyp. 


May, A. H.: The Nephritic Toxzemia of Pregnancy. 
N. Y..M.J., 1986, civ, 253-. 

May believes the pressure on the renal excretory 
apparatus exerted by the weight of the pregnant 
uterus with the woman in the recumbent position 
may be a cause of nephritic toxemia, due to an 
obstruction to the excretion of urine with resulting 
trauma to the kidney parenchyma. To alleviate 
this pressure he has devised a bed composed of two 
pieces, a head piece and a foot-piece with a rubber 
sheet connecting the two pieces. The patient lies 
face downward and the rubber sheet is adjusted to 
support the protuberant abdomen but to relieve 
all pressure on the ureters and kidney. He advises 
this position as a prophylactic measure, and as a 
curative measure, in addition to the usual method of 
treatment. D. H. Boyp. 


Findley, P.: Rupture of the Scar of a Previous 
Ceesarean Section. Am. J. Obst., N. Y., 1916, 
Ixxiv, 411. 


The author has collected all the cases of rupture of 
the scar of a precious cesarean section which have 
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been reported in the literature and has added a num- 
ber of cases from personal communications with 
various operators. From his study of the subject 
he concludes that: 

1. A perfectly healed cesarean wound may be 
relied upon to resist the forces of labor, but in view 
of the fact that the integrity of the wound is an un- 
known factor in all cases we are constrained to 
exercise the utmost caution in the conduct of every 
case in pregnancy and labor following cesarean 
section. 

2. Failure to secure perfect healing is accounted 
for by departure from the principles of suture pro- 
posed by Sanger and by septic infection of the 
uterine wound. If we are to obtain the uniformly 
good results in respect to wound healing that were 
obtained in the decade following the introduction 
of the Sanger method of suture these principles must 
not be deviated from. 

3. The possible existence of latent gonorrhceal 
infection may defeat the most painstaking efforts to 
secure perfect wound healing. Hence, it follows 
that the healing of a caesarean wound is always an 
uncertain factor. 

4. When cesarean section has been followed by a 
fever course the uterine wound should be regarded as 
insecure in event of a subsequent pregnancy, and 
should call for a repeated czsarean section at the 
onset of labor. 

5. Sterilization and hysterectomy should re- 
place conservative cesarean section when _in- 
fection is known to exist. The alternative in- 
vites faulty wound healing, if not more disastrous 
results. 

6. Transverse fundal, extraperitoneal, and cervi- 
cal incisions have not lessened the liability of rupture 
in subsequent labors, but, on the contrary, have 
probably increased the hazard. 

7. The possibility of rupture of the scar following 
cesarean section does not justify sterilization, but 
rather calls for the exercise of masterly control 
in event of a subsequent pregnancy. All such 
cases should be hospital cases and labor should 
be anticipated by timely repetition of casarean 
section at the onset of labor if the uterine wound 
is known to be defective or if some cause for obstruc- 
tion to the delivery of the child through the natural 
passage exists. Version, high forceps, uterine 
tampons, hydrostatic bags, and pituitrin should 
never be employed in the presence of a cesarean 
scar. 

8. Finally, it may be concluded, in view of the 
evidence, that not more than 2 per cent of ruptures 
occur in subsequent labors. ‘There is no justification 
in the slogan “once a cesarean section, always a 
cesarean section,” neither should explicit reliance 
be placed upon the integrity of the uterine scar in 
any case. Furthermore, it should be borne in mind 
that the liability of rupture is a real danger and 
should stand as an argument against the increasing 
tendency to widen the scope of elective casarean 
operations. C. H. Davis, 


Tracy, S. E.: Gestation Complicated by Appen- 
dicitis. Penn. M.J., 1916, xix, 826. 

The author tells of his method of treatment and 
results in a series of 26 cases of gestation com- 
plicated by appendicitis in which 1o were cases of 
uterine gestation, 3 during the puerperium, and 
13 were cases of ectopic gestation in which the ap- 
pendix was either acutely inflamed, subacutely in- 
flamed, or adherent to the gestation sac, hematocele, 
appendage, or uterus. Of the ro cases 8 were 
operated upon. One patient refused operation and 
miscarried six weeks later, at the fifth month of 
gestation. One patient within two weeks of the 
expected delivery, with very mild symptoms which 
were improving fast, was advised not to have 
operation. Of the 8 cases subjected to operation, 
7 were discharged from the hospital with no inter- 
ruption of the gestation. One patient seen late in 
the attack, who was in a desperate condition, was 
put on the Ochsner treatment. She developed an 
abscess, was operated on after the acute symptoms 
had subsided, and miscarried the second day after 
the operation. 

The author is of the opinion that because of the 
fact that appendicitis associated with gestation and 
the puerperium seems to run a more rapid and de- 
structive course, surgical intervention should be 
resorted to early. Should an attack develop dur- 
ing gestation, if seen early, within twenty-four to 
forty-eight hours of the initial symptoms, the patient 
should be subjected to operation at once, the same as 
in the case of a non-gravid uterus. If an appendi- 
ceal abscess develops during gestation, the patient 
should be subjected to operation before the uterus 
empties itself, as abortion in such cases increases 
the mortality from 20 to 25 percent. Early diagno- 
sis and prompt surgical treatment will diminish both 
the maternal and foetal mortality. 

W. D. 


Ely, A. H., and Lindeman, E.: Acidosis Complicat- 
ing Pregnancy; Report of a Case Cured by 
Transfusion. Am. J.Obst., N. Y., 1916, Ixxiv, 42. 


The authors discuss briefly acidosis complicating 
pregnancy, its diagnosis, and report in detail their 
case of pernicious vomiting of pregnancy which was 
not relieved by the emptying of the uterus. Some 
fourteen days after the uterus was emptied, other 
forms of treatment having failed, the patient was 
transfused with blood from the husband. Following 
this transfusion she showed marked improvement 
and only vomited three times during the next 
twenty-four hours. One week later she was again 
transfused and following this made a gradual re- 
covery. 

The authors offer the following suggestions: 

1. Besides the generally accepted routine of 
frequent urinary analyses during the entire period 
of pregnancy, in private cases this should be supple- 
mented by the analysis of the blood as being a more 
accurate test in determining the actual condition of 
the patient. 
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2. Not only should blood of the donor and recip- 
ient be compatible but, as illustrated by this case of 
acidosis and the first time so far as known of its 
employment, the blood of the donor should be 
alkalized by large doses of bicarbonate of soda before 
transfusion. 

3. The method of syringe transfusion provides a 
comparatively simple and safe means of treatment 
which produces results not found with other known 
methods. 

4. The timely use of this treatment may obviate 
the necessity of emptying the uterus in cases of acute 
and severe acidosis complicating pregnancy. 

5. It is possible that with this method of treat- 
ment employed not only in the severe type but in the 
lesser grades of acidosis of pregnancy, much can be 
done to lessen the number of marasmic infants whose 
mortality and morbidity is so great during the first 
months and years of life. C. H. Davis. 


Donald, A.: The Care of the Pregnant Woman. 
Brit. M. J., 1916, ii, 33. 


The pregnant woman should be taught how to 
take care of herself and warned of certain dangers 
that may arise. In this direction those agencies 
which have been established with this object, such 
as are known as schools for mothers, should be en- 
couraged. 

The education, both theoretical and practical, of 
midwives has been much improved lately, but there 
is still much room for improvement. ‘The routine 
examination of the urine is most important and 
would reveal many of the cases of toxemia which re- 
quire treatment. 

The medical students throughout the country 
should receive a more thorough training in practical 
midwifery than is at present the case. In Man- 
chester the medical student is compelled to live in 
the maternity hospital for a period of four weeks 
while “taking out” his practical midwifery. 

_More facilities should be given for medical prac- 
titioners to have post-graduate instruction. A week 
or two spent in a modern maternity hospital would 
bring many of them up to date in methods of diag- 
nosis, of aseptic precautions, and of treatment 
generally. 

The study of the pathological problems connected 
with abortion and stillbirth should be stimulated 
by the provision of well-equipped clinical labora- 
tories in connection with maternity hospitals. 

The large cities are now provided with maternity 
hospitals and this system should be extended to the 
smaller towns and even to the country districts. 
Hospitals should be established in different areas 
and should be visited from time to time by an ob- 
stetric surgeon of experience, whose services should 
be available, if required, for consultation with the 
local medical men or for the more serious emergencies. 
In this way the medical men in the district who 
would be attached to the hospital would have their 
interest increased not only in the care of the preg- 


nant woman, but also in her confinement and in 
the care of the newborn child. 

The solution of the matter is not in statistics and 
notification, but in education and research. 

The health medical officers can do a great deal 
for the future generations if they will use their in- 
fluence in persuading the health committees through- 
out the country to pursue this work through the 
institutions that are already in existence, and to 
extend the same system to the less densely populated 
parts of the country. Epwarp L. CorNELL. 


McGlinn, J. A.: The Management of the Compli- 
— of Pregnancy. JN. Y. M. J., 1916, civ, 
248. 

In the retrodisplaced pregnant uterus postpuer- 
peral examinations are advised to determine the 
position of the uterus and correct any displacement. 
After examination the uterus is replaced by manual 
manipulation and the knee-chest position assumed 
if possible, and a pessary inserted to prevent recur- 
rence. In incarceration laparatomy is advised and 
the uterus freed by internal manipulation. Abor- 
tion and rupture of the membranes are condemned 
unless laparatomy is positively contra-indicated. 

In the event that ovarian cyst be present, removal 
of the cyst as soon as the diagnosis is made is con- 
sidered the only safe procedure. 

In cases of pyelitis the treatment is rest in bed, 
milk diet, and large doses of hexamethylenamine, 
as much as 60 grains daily. If this fails catheteriza- 
tion of the ureter and lavage of the kidney pelvis is 
advised. 

The salvation of a patient with appendicitis as a 
complication of pregnancy is considered to depend 
on early recognition and immediate operation. 

The management of intestinal obstruction is 
the same as when not complicated by pregnancy. 

For fibroid tumor, myomectomy is believed to 
be a comparatively safe operation in selected cases. 
Hysterectomy should not be done unless necessary. 

In atresia and septa of the vagina the septa should 
be removed if possible. Abdominal cesarean sec- 
tion is the only method of procedure in some cases. 
The cases require good judgment. 

In acute infection of the vagina and vulva 
gonorrhoea should be actively treated if present. 
The yeast treatment is mentioned as efficacious. 
The care of the infant’s eyes is emphasized. In in- 
fection of the vulvovaginal gland, the gland should 
always be removed. D. H. Boyp. 


Hussey, A. A.: Management of Pregnancy and 
Labor Complicated by Heart-Disease. Am. 
J. Obst., N. Y., 1916, Ixxiv, 240. 

The author discusses briefly the management of 
labor in cases complicated by heart-disease, reports 
six cases from his own practice, and offers the follow- 
ing suggestions: 

1. The problem of the management of pregnancy 
and labor complicated by heart-disease must be 
solved independently for every case. 
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2. Jt is based, not on the character of the lesion 
alone, but upon the relation of the reserve force of 
the heart to the amount of strain which the preg- 
nancy and labor under consideration will make upon 
it. . 
3. By the combined efforts of the experienced 
internist and obstetrician, much may be done, not 
only to reduce the immediate mortality, but to lessen 
the subsequent morbidity. 

4. Operative deliveries are conservative in that 
they save the reserve force of the patient. 

5. Sterilization is indicated more frequently than 
it is practiced. 

6. An immediate mortality of 12 to 50 per cent, 
as is variously reported, is too high, and it is due to 
tardy recognition of the condition, unwise delay in 
terminating pregnancy, and the use of too conserva- 
tive methods in the management of labor. 

C. H. Davis. 


LABOR AND ITS COMPLICATIONS 


Salisbury, W.: Three Cases of Labor Obstructed 
by Ovarian Cyst. J. Obst. & Gynec. Brit. Emp., 
1916, xxvii, 197. 


The first case was that of a woman at term in 
her second pregnancy. She had been in labor six 
days, the membranes having ruptured two days 
previously. The child was dead with its head in the 
pelvic brim. The os uteri was fully dilated and a 
large tense cyst filled the pouch of Douglas. By 
laparotomy a dermoid cyst the size of an ostrich 
egg was withdrawn from the pelvis and enucleated, 
after which the abdomen was closed. The dead 
child, weighing 8.25 lb., was then extracted with the 
axis-traction forceps. Recovery of the mother was 
uninterrupted. 

The second patient was cared for in her home by a 
midwife who felt a mass behind the vagina and the 
foetal head high up anteriorly. Pains were strong 
and a living child was born, the pelvic mass disap- 
pearing. Operation revealed a quantity of serum, 
blood, and mucoid material in the abdominal cavity. 
A semisolid multilocular cystadenoma of the left 
ovary was found to have ruptured. This was re- 
moved and recovery ensued. 

In the third case, at the onset of labor the attend- 
ing physician felt two polypi in the vagina. The 
full-term child was alive and presented by the ver- 
tex. Abdominally, a small cyst of the left ovary 
was found to move freely over the surface of the 
uterus. Dilatation had not commenced. In the 
pouch of Douglas a densely hard mass was con- 
tinuous on the left side of the pelvis with a soft 
cyst. By laparotomy the pelvic mass was not 
readily accessible. The child was delivered by 
cesarean section, whereupon the pelvis was found 
to be occupied by a dermoid cyst of the right ovary 
the size of a cocoanut. The left ovarian cyst was 
also of dermoid nature. Removal of the cysts was 
followed by recovery. CAREY CULBERTSON. 


Ribas, G.: Present Conditions in the Treatment 
of Hzemorrhages Due to the Low Insertion of 
the Placenta (Estado actual del tratamiento de 
las hemorragias en la insercion baja de la placenta). 
Arch. de ginec. ostet. y pediat., 1916, xxix, 285. 


When there is low insertion of the placenta 
hzmorrhages may occur not only during pregnancy 
and labor but also during the birth. The hamor- 
rhages occurring during pregnancy and labor can 
be prevented by obstetrical and surgical methods. 
Rest in bed, warm irrigations, laceration of the mem- 
branes, and the use of a Champetier bag are obstet- 
rical methods which as a general rule suffice to 
prevent the hemorrhages. The author does not 
recommend the use of tampons nor the Braxton- 
Hicks method. A tampon does not compress the 
placenta against the internal face of the uterus and 
consequently does not prevent hemorrhage. The 
Braxton-Hicks method shows a foetal mortality of 
from 75 to 80 per cent. But in cases where the 
Champetier bag cannot be placed the Braxton- 
Hicks method can be employed. 

In cases in which tocological methods either are 
not applicable or do not suffice surgical intervention 
must be resorted to. Duehrssen’s vaginal cesarean 
operation, the classical cesarean operation, or Sell- 
heim’s extraperitoneal czsarean operation are the 
procedures applicable. 

In such cases where intervention is indicated it 
is generally necessary to work rapidly, and the au- 
thor thinks that the procedure which permits uterine 
evacuation in the least time is the vaginal cesarean, 
and that this procedure will be the choice in most 
cases. The classical caesarean is indicated when pel- 
vic stricture coexists with the hemorrhages. The 
extraperitoneal cesarean operation is scarcely in- 
dicated and is reserved alone for cases in which to- 
gether with a strictured pelvis there is a living infect- 
ed retained foetus, a combination which is very rare. 

Hemorrhages which occasionally occur after the 
actual birth are due to atony of the zone of placen- 
tary insertion. They must be distinguished from 
those due to a cervico-uterine laceration. Whenever 
a very extensive hemorrhage occurs after the birth 
it is best to use Momburg’s method. This pro- 
cedure will give time not only to examine the 
patient but also to use adequate means to check the 
hemorrhage. W. A. BRENNAN. 


Rumbaugh, M. C.: A General Practitioner’s Ex- 
perience with Pituitary Extract. Penn. M.J., 
1916, xix, 829. 

From his experience with a series of 38 cases 
the author has arrived at the following conclusions: 

1. Pituitary extract has a great influence on 
patients of a nervous temperament and their excite- 
ment is frequently calmed. 

2. Its action on the unstriated muscle fibers 
decreases the necessity of post-partum catheteriza- 
tion. 

3. As to the effect on the uterus, the contractions 
are rhythmical as in normal labor and not tonic as 
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some have described them to be. There is a shorter 
period of rest between the pains. The effect is 
noted in from four to ten minutes after the adminis- 
tration of the drug. 

4. As to the effect on the child there seems to be 
nothing on record except a slowing of the heart- 
beat, where the passage is sufficiently large. 

5. The placenta is usually expelled promptly 
after delivery of the foetus, usually within ten 
minutes. 

6. It appears to exert no influence on the uterus 
to empty in cases of incomplete abortion and care 
should be taken in these cases in its administration, 
for knowing that a rise of blood-pressure follows, 
hemorrhage will occasionally be increased rather 
than controlled. 

The author advises that care be taken not to 
sterilize the hypodermic syringe by immersing it in 
alcohol, as alcohol seems to destroy the active prin- 
ciple of the extract. W. D. PHItirs. 


Hill, I.: The Use of Chloroform in the First Stages 
of Labor. J. Am. M. Ass., 1916, lxvii, 559. 


Full surgical anesthesia, more or less prolonged 
and often repeated on successive days, as used by 
the experimentalists, does not represent the narcosis 
commonly used in obstetrics. 

The author gave chloroform to animals in a man- 
ner similar to its administration in obstetrics and 
watched the results. Dogs and guinea pigs were 
anesthetized in the following manner: 

The animal was strapped to a board and given 
chloroform from a mask for thirty seconds (the 
period representing a labor pain). ‘This was repeat- 
ed every four minutes for two hours, every three 
minutes for one hour, every two minutes for one 
hour, and then the animal was continuously anes- 
thetized for a half hour. Some of the animals re- 
ceived the anesthetic for one hour less than that and 
the complete final anesthesia was omitted. 

The animals were killed at intervals of two, four, 
and six days and the livers examined. Contrary to 
expectation, the same changes in the liver were found 
as described by Howland, Graham, and others, as 
well as the same tendency to rapid regeneration. 

The study of these experiments, however, seemed 
to furnish the key to the mystery. It explained 
how women may be given chloroform in labor and 
never show symptoms or come to necropsy, while 
dogs and guinea pigs certainly suffer pathologic 
changes, at least temporarily. 

Although planned theoretically to imitate the 
narcosis of childbirth, the anesthetization of these 
animals did not in fact resemble it at all. The 
animals were strapped to boards, where they strained 
for a considerable period, until finally they became 
drowsy from exhaustion or somnolent from the 
effect of the anesthetic. One 15-pound dog was 


given at times 25 drops at a dose on a closely-fitting 
mask to obtain some semblance of quietude. There 
was no euphoria in these animals. 

In the author’s experience practically all objec- 
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tions to chloroform on the ground of delaying con- 
tractions have disappeared since he has been using 
pituitary extract. 

Bandler reports that more pituitary extract is 
necessary when chloroform is used. There need be 
no objection on that ground. A small percentage 
of each agent may be neutralized by the other. At 
all events, using one-half ampule of pituitary ex- 
tract every twenty-five minutes during the adminis- 
tration of chloroform in small doses at each pain, 
the author finds that labor progresses rapidly. 

His purpose has been to seek reassurance for the 
many who find chloroform satisfactory. He em- 
phasizes the fact that chloroform in normal child- 
birth produces a distinct anesthesia in which its 
effects are strengthened and supplemented by the 
influence of suggestion. Epwarb CorNELL. 


McNeile, L. G.: Results From Pituitary Extract 
in Obstetrics, with Report of Case of Rupture of 
the Uterus Following Its Use. Am. J. Obst., 
N. Y., 1916, Ixxiv, 432. 


The author states that the drug in his experience 
has not given satisfactory results when used in 
primipara. He has noted more tendency toward 
tetanic contractions of the uterus in primipare 
than in multipare. In a large proportion of cases 
these tetanic contractions have not been succeeded 
by normal rythmical contractions and the use of the 
drug has been followed by a low forceps operation. 
Again in primipare he has noted an extremely large 
number of cases in which the use of the drug has 
been followed by foetal asphyxia. In none of these 
cases, however, was the result fatal to the child. 

The author does not believe that the drug is in- 
dicated in any case of toxemia of pregnancy, par- 
ticularly in the cases of pre-eclamptic toxemia as- 
sociated with high blood-pressure. 

He has noted in several cases, particularly in those 
of prolonged labor and in multiparz in which several 
pregnancies have followed in rapid succession, that 
post-partum atony of the uterus frequently followed 
the use of the drug, and in several cases an alarm- 
ing post-partum hemorrhage has resulted. From 
the observed results in the clinic he has formulated 
the following indications for its use: 

1. Complete dilatation and effacement. 

2. The membranes must be ruptured. 

3. Presentation should be longitudinal. 

4. In cephalic presentations there should be no 
deflection of the head, and the drug should only be 
used in vertex and breech presentations. 

5. There should be no disproportion between 
the presenting part and the pelvis. Before the use 
of the drug the previous obstetrical history should 
be carefully considered and special emphasis should 
be paid to the consideration of any operative de- 
liveries. An accurate knowledge of the internal 
pelvic measurements, of the contour of the pelvis, 
and of the measurements of the outlet is essential. 

6. The presenting part should be completely en- 
gaged. 


iy 
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He considers engagement as being complete only 
after the greatest diameters of the presenting part 
have passed below the pelvic inlet. The term 
does not bear any reference to fixation of the head. 

C. H. Davis. 


MISCELLANEOUS 


Falls, F. H., and Moore, J. J.: The Value of the 
Wassermann Test in Pregnancy. J. Am. M. 
Ass., 1916, Ixvii, 574. 

This subject is discussed under three main 
headings: (1) its value from a sociologic point of 
view; (2) its value from a medical point of view; 
and (3) theoretical serologic considerations. 

The serums studied were obtained in a routine 
examination of the cases in the obstetric ward of 
Cook County Hospital, Chicago, and a few from pri- 
vate hospitals. Blood was drawn at various inter- 
vals from the fifth week of gestation to the thirty- 
second day of the puerperium. In the majority 
of cases it was taken from the ninth month to term. 
In a few cases only the retroplacental blood was 
examined. In several cases foetal samples of blood 
from the cord and the mother’s blood were examined 
simultaneously. In a few cases the Wassermann 
tests were repeated. The results were identical in 
all but one case. This was a case of eclampsia with 
several post-partum convulsions. The serum for 
the first test was obtained six hours after the de- 
livery .and was strongly positive. A second one 
made eighteen days later proved negative. No 
explanation of this is offered. 

In all 160 women were examined. They ranged in 
age from 15 to 43 years, over go per cent being from 
18 to 22 years of age. Eight nationalities are in- 
cluded in this group. The number of each with the 
percentage of positive reactions is shown in a table. 
Parity varied from 1 to 14, the majority being under 
4. Only one gave a history of syphilis and 5 gave 
doubtful histories. Twenty-three had had pre- 
vious abortions, varying from 1 to 4. Forty-four 
women were unmarried. 

Of the series 18, or 11.3 percent, gave strong posi- 
tive reactions; 6 gave doubtful reactions, and not 
being repeated could not justifiably be classified 
as being syphilitic. Of 116 married women, 10.3 
per cent were positive; of 44 single women, the 
positive percentage was higher, being 13.6 per cent. 
Among 23 giving a history of previous abortion 6, 
or 26 per cent, gave positive tests. All the positive 
results were on patients in the Cook County Hos- 
pital, as none of the patients from other hospitals 
who were included in this series had syphilis. ‘These 
results are very close to those obtained in a series 
of Wassermann reactions on medical dispensary 
patients, a class of individuals of the same social 
status as those under discussion. In the dis- 


pensary series 13.6 per cent had positive reactions. 

From the results of this series it would seem that 
the cases complicated by toxemias and mental dis- 
turbances give a higher percentage of positive re- 
From the small number of cases in the 


actions. 
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series the authors do not feel justified in drawing 
definite conclusions. 

When we consider this fairly large percentage”of 
pregnant women who have positive Wassermann re- 
actions, who have improper treatment or none at 
all, and who are continuously bearing syphilitic 
offspring, it is open to serious question if the medical 
profession is doing its duty by such patients. 

Epwarp L, CorneELt. 


Sharpe, H. A.: The Urinary Diagnosis of Preg- 
nancy. J. Mich. St. M. Soc., 1916, xv, 334. 


The author gives the technique of his urinary 
examinations in detail and draws the following con- 
clusions: 

1. In the ninhydrin reaction in a pregnant urine 
properly prepared we have a very reliable test of 
pregnancy. 

2. A marked positive reaction indicates preg- 
nancy, beyond a reasonable doubt. He has had a 
faintly positive reaction persist in a case of preg- 
nancy for four months subsequent to confinement in 
a case of carcinoma uteri. He has had one positive 
— in a case of primary carcinoma of the blad- 

er. 

3. A negative reaction in a doubtful case is of 
more value in ruling out pregnancy than a positive 
reaction would be in confirming it. 

4. The antitryptic action present in certain urines 
may, in rare instances, be due to other pathologic 
conditions. 

5. The results of his experiments have been uni- 
formly successful; cases tested during the second 
month and being negative subsequently were shown 
to be positive. 

6. Placental substrate and ninhydrin may be 
secured, ready for use, from any of the large phar- 
maceutical houses. 

7. What would be the possible value of a quan- 
titative reaction — ninhydrin — in a case of threat- 
ened eclampsia? Is it not possible, with a quantita- 
tive test, that we have a method that may be of 
early diagnostic value in eclampsia? 

D. H. Boyp. 


Reder, F.: Drainage for Pus Conditions in the 
Pelvis During Pregnancy. Tr. Am. Ass. Obst. & 
Gynec., Indianapolis, 1916, Sept. 

According to Reder, the most frequent cause of 
pus accumulation in the pelvis during pregnancy 
must be attributed to a diseased appendix. A pel- 
vic abscess is very insidious, with the exception 
perhaps of a subphrenic abscess. The reason for 
this is that the diagnosis of appendicitis is often 
obscured by pregnancy. If the pains and frequent 
indispositions which usually accompany the preg- 
nant state are not closely scrutinized and promptly 
interpreted by the physician, the primary clinical 
picture of an attack of appendicitis may be readily 
overlooked, and only recognized when the more 
serious phases of the disease have manifested them- 
selves. 
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Pregnancy does not in any way predispose to 
appendicitis. On account of the anatomic changes 
which take place in the pelvis during pregnancy, 
appendicitis may terminate in a pus formation more 
rapidly than in the non-pregnant state. 

A close study of the symptoms of an appendix 
lesion during pregnancy may bring out some clinical 
points which differ from the usual clinical picture 
found in women who are not pregnant. For in- 
stance, before any pus formation has taken place, 
the pulse and temperature may show little or no 
change. ‘The pain is usually located in the epigas- 
tric region and remains there until the disease has 
reached the stage when all pain ceases. 

The triad douloureuse of Dieulafoy over the lower 
abdomen is often so obscured by other conditions 
that it is usually blurred, and its presence therefore 
lost. Even in an advanced pregnancy a readily 
recognizable rigidity of the right rectus is seldom 
encountered, and only exceptionally does palpa- 
tion reveal a tender spot over McBurney’s point. 
Nausea and vomiting, two alarming symptoms in an 
attack of appendicitis, count for naught during 
pregnancy because they are frequently associated 
with the toxemia of the latter condition. 

Pregnancy favors the rapid development of the 
pathologic stages of appendicitis, and a pus collec- 
tion may be found in the pelvis in a very short time. 
In one patient, pregnant five months, a distinct 
fluctuation could be detected in Douglas’ pouch by 
rectal palpation on the fourth day after a severe 
attack of “indigestion.” This patient only felt in- 
disposed for two days. On the third day she be- 
came very sick. No physician had been consulted 
before the third day. 

Operative treatment of pus accumulations in the 
pelvis during pregnancy is very important. The 
danger involves two lives, and prompt intervention 
is demanded as soon as a diagnosis has been made. 

The most satisfactory and convincing evidence 
as to the presence of pus in the pouch of Douglas 
can be obtained by a rectal examination. If the 


accumulation is considerable, no difficulty should’ 


be experienced in promptly detecting a fluctuating 
mass, even if the examining finger is inexperienced. 

In the treatment of a pelvic abscess complicating 
pregnancy two factors become absolutely axiomatic: 
prompt recognition of the collection of pus and use of 
the simplest surgical measure for relief. 

Surgery during the pregnant state must have its 
limitations, and they must be more respected in 
the later stage of gestation. An abdominal opera- 
tion, for example, can be done with less risk of inter- 
rupting pregnancy before the fourth month than 
after. Furthermore, the thoroughness with which 
an operative measure during early pregnancy can 
be carried out is fraught with less danger than in the 
later stages. Great antipathy still exists as to 


attacking a pelvic abscess through the rectum, large- 
ly because of the likelihood of infecting the abscess 
cavity. This is remote inasmuch as it is one of 
Nature’s ways of relieving the organism of a pus 
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accumulation in the pelvis. Patients relieved in 
this manner have usually suffered no untoward 
results and their recoveries have been satisfactory. 


Smith, G. F. D.: An Investigation into Some of the 
Effects of the State of Nutrition of the Mother 
During Pregnancy and Labor on the Condition 
of the Child at Birth and for the First Few 
Days of Life. Lancet, Lond., 1916, cxci, 54. 


The author’s statistics suggest the following 
conclusions: 

A state of bad nutrition of the mother at the time 
of labor due to insufficient food (1) greatly increases 
the percentage of stillbirths; (2) greatly increases 
the percentage of premature births; (3) slightly 
decreases the average weight of the full-term baby 
at birth; (4) definitely increases the post-natal 
infantile mortality; (5) has little, if any, effect dur- 
ing the first eight or ten days on the progress of 
babies who live during that time; and (6) possibly 
increases the death-rate of babies during the first 
three or four days of life. 

A state of good nutrition of the mother at the 
time of labor, on the other hand, (1) considerably 
increases the average weight of the full-term baby 
at birth; and (2) increases the percentage of mothers 
who are able to suckle during the first eight or ten 
days of the puerperium, quite apart from any effect 
from the use of an ample diet during this time. 

The figures also suggest that, on the whole, a 
state of average nutrition of the mother is the most 
favorable condition. Epwarp L. CorneLL. 


Acuna, M., and Foley, S.: Uncontrollable Vomit- 
ing of Lactation (Vomitos incoercibles del lac- 
tante). Semana méd., 1916, xxiii, 699. 


The authors report two cases of infants each a 
few months old and nursed by its mother and in both 
of whom vomiting began without assignable cause 
when a few weeks old, becoming more accentuated 
as it progressed. Both infants died, the various 
therapeutic measures adopted to check the vomiting 
having failed. Autopsy showed no gastro-intestinal 
lesion, and in each case the pylorus was permeable. 

The authors think that such uncontrollable 
vomiting occurring during lactation must have a 
constitutional origin transmissible by heredity 
— neuropathic predisposition of Finkelstein. 

W. A. BRENNAN. 


Slemons, J. M.: The Results of a Routine Study 
of the Placenta. Am. J. Obst., N. Y., 1916, Ixxiv, 
204. 

The author gives a careful analysis of a study 
which he has carried out during the past few years. 
The results of this study are shown in the following 
recapitulation: 


17 cases 
Maternal complications................ 10 cases 


Placental bacteremia... . 
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Recapitulating the results of the study of 600 
placenta, it is found that approximately one of 
five or six specimens presented some departure from 
the normal or required examination to elucidate 
clinical manifestations on the part of the mother or 
the infant. Moreover, when the placenta was 
normal the pediatrician was interested in the fact, 
for this information made it more certain that the 
infant began life with a clean bill of health. 

In well-organized clinics the careful study of the 
placenta should be insisted upon not only at the 
bedside but also in the laboratory. Such rigid 
requirements cannot be exacted of the practitioner, 
but if he wishes not to overlook important data he 
should supplement bedside observations with study 
of the placenta in his laboratory. It should be 
weighed and measured, gross abnormalities noted, 
fresh tissue teased, and the chorionic villi studied 
microscopically. These data should be recorded and 
thus become more reliable, if in the puerperium some 
complication should develop which would require for 
its interpretation a knowledge of the placenta. 

When the teased villi suggest the presence of 
syphilis the placenta should be sent to a pathological 
laboratory and stained sections be prepared to estab- 
lish the diagnosis. Simultaneously a Wassermann 
test upon the mother’s blood should be made. 
Similar precaution is advisable if delivery occurs 
prematurely. At times a diagnosis of syphilis will 
be the result, but more frequently the investigation 
will remove all suspicion of that disease. Finally, 
if the infant is stillborn or dies within the first 
few days of extra-uterine life, the placenta should be 
as carefully studied as the organs at an autopsy. 


Chamorro, T. A.: Contribution to the Study of 
Hzematology in Obstetrics (Contribucion al 
estudio de la hematologia en obstetricia). Semana 
méd., 1916, xxiii, 2‘sem., 57. 

Chamorro, who has made a lengthy investiga- 
tion of the blood conditions in obstetrical cases in 
his clinics, arrives at these conclusions: 

1. Pregnancy produces constant changes in the 
woman’s blood. The most important modifica- 
tions are leucocytosis, polynucleosis, and diminution 
of eosinophile. These modifications are increased 
during labor. 

2. During labor an increase in the red globules 
is observed. Haemoglobin and globular value are 
increased relatively the same during pregnancy. 

3. Prolonged labors and those with pronounced 
pains produce a greater leucocytosis. 

4. In the puerperium there is a diminution of 
hemoglobin and red globules during the first days. 
Leucocytosis decreases in the course of the puer- 
perium. It persists for about 21 days, its presence 
signifying a good prognosis. 

5. Leucocytosis is more marked in primipare 
thanin multipare. Polynucleosis is more marked in 
multipare. Prolonged labor with painful reaction 
shows the disappearance of eosinophiles. 

W. A. BRENNAN. 
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Fullerton, W. D.: The Significance of Syphilis in 
Obstetrics. Am. J. Obst., N. Y., 1916, lxxiv, 23. 


After discussing the réle played by syphilis in 
the tragedies of reproduction, the author suggests: 

All physicians practicing obstetrics should be- 
come familiar with the signs and symptoms of syph- 
ilis in the placenta, foetus, and young children, as 
well as with the suggestive histories of the parents of 
such children. The history of every pregnant 
woman should be taken as early as possible in her 
pregnancy, and special emphasis should be laid on 
her past history relative to evidence of infection, such 
as genital sore, rash, sore throat, abortions, mis- 
carriage, premature labor, or the birth of children 
dying early in childhood, or living with evidence of 
the disease. Whenever infection is in the least 
suspected, the patient should be carefully examined 
for evidence of the disease and a Wassermann made. 
In such cases the husband should also be examined, 
and if found infected he should be treated. 

Every child born should be examined and watched 
for evidence of the disease. Every placenta should 
be weighed and examined macroscopically and a 
fresh teased portion microscopically for evidence 
of the disease. 

Especially in obstetrical clinics, including both 
hospital and outdoor services, the same precautions 
should be taken, and careful examination of every 
placenta, both fresh and sectioned, should be a part 
of the routine laboratory work. Special staining 
for the troponema should be done whenever infec- 
tion is strongly suspected, and thorough autopsies, 
whenever available, would be most instructive. 

Every case showing evidence of the disease, either 
before or after labor, should be given thorough 
treatment. C. H. Davis. 


Sever, J. W.: Obstetrical Paralysis, an Orthopedic 
Problem. Am. J. Orth. Surg., 1916, xiv, 456. 


The author defines obstetrical paralysis as a 
paralysis produced during birth, and due to an 
injury to the nerves of the brachial plexus. The 
resultant paralysis is characteristic. The arm 
hangs limp at the side, the elbow extended, forearm 
pronated, and the whole arm inwardly rotated. The 
paralysis is usually flaccid. 

He describes two well-defined types. The more 
common type consists of a lesion which involves the 
fifth and sixth cervical roots and the suprascapular 
nerve, and produces a paralysis of the muscles of 
the upper arm, only, with the exception of the 
supinators. ‘This is called the ‘“‘upper-arm type.” 
The less common type, the ‘lower-arm” or 
“‘whole-arm type” is the result of injury not only 
to the fifth and sixth cervical roots, but to the 
seventh and eighth and possibly the first thoracic as 
well. Here the whole arm is flaccid; there is a wrist- 


drop and paralysis of the small muscles of the hand. 
There occurs also, rarely, the pure lower-arm type 
without any involvement of the upper cords of the 
plexus, the so-called ‘‘ Klumpke’s” paralysis. 
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The importance of unequal pupils is emphasized. 
This condition is overlooked in many cases. When 
present it means that through injury to.the cervical 
sympathetic, definite injury is done to the plexus, 
either of the lower cords, the eighth cervical or first 
dorsal, which have communicating bands with the 
cervical sympathetic, or injury to the spinal cord 
itself, or to the fibers of the sympathetic system. The 
prognosis is not so good in these cases. 

Under treatment the author divides the cases into 
two groups: those to be treated with massage and 
exercises, principally those of the upper-arm type, 
and those to be treated by operation on the plexus, 
usually those of the lower-arm type. 

He recommends holding the arm in a plaster cast 
or by the use of a light wire splint, in an abducted, 
elevated, and outwardly rotated position with the 
hand supinated. Massage and electricity are of 
great help. 

The technique of the author’s operation is as 
follows: An incision is made on the anterior aspect 
of the arm and extending from the clavico-acromial 
joint to a point below the lower edge of the pectoralis 
major tendon. ‘The tendons of the pectoralis major 
and subscapularis are divided. If outward rotation 
and abduction are not then free, the coracobrachialis 
or short head of the biceps are partially divided. 
Osteotomy of the acromion may be necessary in 
order to reduce a posterior subluxation of the head 
of the humerus. The pectoral and deltoid tendons 
are joined with interrupted catgut sutures and the 
skin closed. The arm is put up in a plaster cast 
extending from the crest of the ilium to the tips of 
the fingers, the arm being abducted, elevated, and 
outwardly rotated, and the hand supinated. 

The cast is worn about two weeks, at the end of 
which time baking, massage, and exercises should 
be started. 

The author concludes as follows: 

1. Obstetrical paralysis is due to a stretching or 
tearing of the cervical roots of the brachial plexus 
and occurs as frequently in boys asin girls. It oc- 
curs more frequently on the right side. 

2. The upper-arm type is more common. 

3. It affects both arms very infrequently. 

4..It is practically always associated with a 
difficult labor in which ether or forceps have been 
used and in which force has been applied. Not 
uncommonly the baby is asphyxiated. Head presen- 
tations show the largest percentage of cases. 

5. It may be rarely associated with fractures of 
the clavicle, but is not the result of a fractured 
humerus, or a dislocated shoulder. 

6. The prognosis for a useful arm is good in the 
upper-arm variety and bad in the lower-arm type. 

Lewin. 


Truesdell, E. D.: Posterior Dislocation of the 
Lower Humeral Epiphysis as a Birth Injury. 
Am. J. Obst., N. Y., 1916, Ixxiii, 1065. 


The author gives a very careful discussion of this 
subject illustrated with seventeen plates showing the 
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different types of dislocations. From a study of 
these cases he believes that the following conclusions 
are justified: . 

1. Forcible manipulations of the arms, necessary 
for the delivery in many cases of breech extraction 
with the arms extended over the head, may result in 
either a fracture of the shaft of the humerus, or a 
dislocation of the lower humeral epiphysis. In 
either case the arm will be found to hang limp at the 
side at birth. 

2. Fracture of the humerus is indicated by a 
false point of motion at the center of the shaft of the 
bone, below the insertion of the deltoid muscle, 
which, so far as has been observed, is the invariable 
site of fracture of the humeral shaft of the newborn. 

3. Dislocation of the lower epiphysis of the 
humerus is indicated in those cases where the arm 
dangles at the side at birth, where fracture of the 
shaft is eliminated by the absence of a false point 
of motion at the center of the shaft, but where ab- 
normal mobility in a backward and forward direc- 
tion can be produced at the elbow, the forearm held 
at aright angle tothe arm. Distinct crepitus may 
be present with either condition, and as this crepitus 
is often the first thing discovered the diagnosis of 
fracture may be too hastily made. 

Replacement of the dislocated epiphysis, so far as 
possible, should be attempted at once. Traction 
upon the arm with the forearm extended should be 
applied, and while this is maintained pressure from 
behind forward is made over the dislocated epiphy- 
sis. The forearm is then flexed to an acute angle 
and a Velpeau bandage applied for three weeks. 
Evidently the functions of the displaced epiphysis 
are not impaired by this injury, and the outcome of 
these cases is usually good. C. H. Davis. 


Brown, A.: Blood-Transfusion in Hamorrhage of 
the Newborn. Canad. M. Ass. J., 1916, vi, 716. 


Transfusion is a safe and not complicated proce- 
dure and is to be recommended as the procedure inall _ 
cases of hemorrhage of the newborn, for so far we 
are unable to judge the rapidity of hemorrhage, and 
death has been known to take place in three hours 
following large extravasations. Other methods rec- 
ommended may stop the hemorrhage, but they do 
not give the infant the same chance for immediate 
progress. 

The danger from hemolysis is overrated and the 
injection of small air-bubbles has created no ill- 
effects. Fifteen cubic centimeters per pound of 
body-weight may be considered a safe amount to 
inject, which will approximately restore the amount 
of lost blood and stop the hemorrhage. 

Epwarp W. CorNELL. 


Kasahara, M.: The Curved Lines of Suction. Am. 
J. Dis. Child., 1916, xii, 73. 

The curved lines of suction made by infants in 
good health are always regular and never discon- 
tinued. 

When an infant in good health sucks and swallows 
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milk the,time ratio of the two acts is 1 to 2, or, 
rarely, 2 to 1. 

In the case of a newborn baby, the curved lines of 
suction are discontinued now and then for physio- 
logic reasons. In this ease there is a certain pause 
between regular curved lines of suction. 

Infants of premature birth or in atrophy make 
very irregular curved lines of suction and often dis- 
continue them, but the lines gradually become 
regular again when the state of nutrition improves. 

Certain diseases of the mouth, nasal catarrh, 
acute otitis, etc., make the curved lines of suction 
irregular, but they become regular again when the 
diseases are cured, 

The curved lines of suction will become irregular 
when the temperature of milk is below 20°C. or 
above 4o° C. 

Idiots are unskillful in suction and in these cases 
the curved lines are always irregular. 

Epwarp L. CorNELL. 


Field, J. A.: The Beginnings of the Birth-Control 
Movement. Surg.Gynec., & Obst., 1916, xxiii, 185. 


The modern birth-control propaganda, commonly 
traced back tothe decade of the seventies in England, 
has in reality a continuous history of a century. 
Malthus’s “Essay on the Principle of Population” 
had called attention to the excessive propensity for 
reproduction, and had argued that the great source 
of misery and vice was to be found in over-popula- 
tion. But Malthus had offered no more practicable 
solution of the difficulty than the suggestion that 
the poor should remain unmarried and continent 
until they were in a position to support any children 
which might be born to them. Certain contem- 
poraries of Malthus, less unwilling than he to 
question the traditional code of sex morality, 
boldly asserted that the true solution was to en- 
courage early marriage, but by means of contra- 
ceptive methods to prevent the birth of children 
beyond their parents’ power to support. As early 
as 1823 a definite propaganda was launched with the 
object of acquainting the English laboring classes 
with the justification of birth-control and the ways 
of accomplishing it. Before long, radical thinkers 
in the medical profession joined the neo-Malthusian 
movement. Knowlton of Massachusetts, in 1833, 
and Drysdale of Edinburgh, in 1854, published books 
on sex physiology in which birth-control was advo- 
cated and described. It was Knowlton’s pamphlet 
which formed the ground for the notorious prosecu- 
tion of Bradlaugh and Mrs. Besant in 1877 —a 
prosecution which probably did more than any- 
thing else to hasten the spread of neo-Malthusian 
ideas. 

The neo-Malthusian movement has been stim- 
ulated by opposition; but the hostility and disap- 
proval which it has met have in a sense outlawed its 
leaders and have prevented the discriminating and 
scientific discussion which such a vital topic de- 
serves. It is greatly to be desired that the best 


judgment of the medical profession should be 
brought to bear on the momentous problems to 
which the control of conception gives rise. 


Yarros, R. S.: Some Practical Aspects of Birth 
Control. Surg., Gynec. & Obst., 1916, xxiii, 188. 


The aim of the birth control movement is to remove 
all laws that interfere with the campaign of educa- 
tion dealing with the question of limitation of off- 
spring. 

The existing laws are constantly broken by some 
of our most intelligent and respected citizens. They 
obtain the knowledge and methods of preventing 
conception, either from physicians, or from books 
imported from Europe. But the bulk of our popula- 
tion needing the knowledge most has remained 
absolutely ignorant. 

As to the need of such knowledge, physicians, 
nurses, and social workers are in the best position 
to testify. We know that hundreds of children 
are born every day into conditions which mean 
neglect, high infant mortality, insufficient food, poor 
education, with inevitable subsequent delinquency, 
vice, and crime. There are other thousands who 
are conceived against the will of both parents. 
In many of these cases the mother finding herself 
pregnant again, regardless of religious conviction, 
comes to the doctor’s office with a heart-breaking 
story. Of course we refuse to perform abortion 
for good reasons, but they do not see them, and leave 
the office with a feeling of resentment against de- 
cency, which seems to them devoid of real human 
sympathy. They go to the quacks who perform the 
operation. There are thousands of criminal abor- 
tions performed every year with very serious results. 

There are hundreds of other children born of 
parents with tainted heredity or acquired diseases 
such as syphilis, epilepsy, and insanity. Such 
children are burdens to themselves, families, and 
community. 

Statistics show that the death-rate is greater 
among the poor families who have a large number of 
children. 

The religious objection cannot be met because 
reasons have very little to do with religious convic- 
tion, but as to the moral one, anything that furthers 
the health and happiness of the individual, the 
family, and community cannot possibly be immoral. 
To urge that such knowledge would lead to greater 
sex immorality would mean to give too much im- 
portance to the feeling of fear of offspring and too 
little to the other real virtues, inherited and ac- 
quired. 

There is little danger that such knowledge would 
lead to race suicide as seen from our studies of coun- 
tries like Holland and New Zealand, which have 
possessed such information for many years. One of 
the strongest arguments in favor of such education 
is that it would no doubt lead to earlier marriages, 
a decided decrease in venereal disease, and no doubt 
would eventually abolish criminal abortions. 
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ADRENAL, KIDNEY, AND URETER 


Loop, R. G.: The Diagnosis of Certain Surgical 
Lesions of the Kidneys Based on Six Recent 
Cases. Urol. & Cutan Rev., 1916, xx, 427. 


The author reports six interesting cases of surgical 
lesions of the kidneys in which clinical symptoms 
were misleading. 

The first case was that of a young woman who 
had none of the usual symptoms of calculus yet two 
radiographs showed shadows in the left kidney and 
small calculi were removed by operation. 

The second patient complained only of frequent 
and painful micturition. The ureteral catheter 
could not be passed on the right side and the radio- 
graph showed an enlarged right kidney. The urine 
was negative for tubercle bacilli. Operation dis- 
closed a large caseous kidney and a ureter com- 
pletely solidified and infiltrated with lime salts. 

The third case was that of a woman referred with 
a diagnosis of appendicitis. ‘There were no vesical 
or renal symptoms and the urine was free from tuber- 
cle bacilli. Operation showed a diseased adherent 
appendix containing a concretion, and a kidney 
apparently totally destroyed by tuberculous infec- 
tion. After nephrectomy the remaining kidney 
proved unequal to its task, tuberculosis of the lungs 
developed, and the patient died about four months 
later. 


woman with a freely movable kidney, palpable at 
times through the vagina; the urine was negative. 
There was a suggestion of Dietl’s crises in her his- 
tory and a record of repeated attacks of appendicitis. 
Operation showed a congested kidney, with dilated 
pelvis, and the appendix, tightly adherent, con- 
tained five appendoliths. The kidney seemed well 
worth saving and was accordingly anchored. 

The remaining two cases represent that type which 
presents kidney symptoms but without kidney in- 
volvement, and both illustrate the value of modern 
diagnostic methods in so far as it has been possible 
to apply them. The first was a man referred for 
appendectomy. Examination disclosed no tender- 
ness over McBurney’s point but marked tenderness 
and pain over the right kidney and down the course 
of the ureter as far as the anterior superior spine. 
There were no urinary symptoms; radiography 
showed negative microscopic hematuria. The usual 
appendiceal incision disclosed a long, red, swollen 
appendix paralleling the ureter and densely ad- 
herent to the retroperitoneum. Its tip rested well 
up in the renal fossa. 

The last was a young man with a typical history 
of renal colic. He had the paroxysmal attacks of 


The fourth case was that of a young married 


frequency, referred pain, local pain and tenderness, 
vomiting, absence of fever, and soreness afterward; 
radiograph negative, urine negative. Despite these 
findings an incision was made over the right kid- 
ney. It appeared perfectly normal and no stone 
could be felt by needling; the peritoneal cavity was 
opened and a chronically diseased appendix was 
found, retrocecal, densely adherent, and containing 
a concretion. 

The use of 15 per cent thorium solution in the 
renal pelvis would have been useful in these two 
cases, for it enables one to demonstrate the presence 
of uric acid concretions. 

From a study of the literature and of these six 
cases the author believes the following diagnostic 
propositions are warranted: (1) Renal calculi may 
exist without symptoms or without classical colic 
and without hematuria or other evidence in the 
urine. (2) Renal tuberculosis may be primary; it 
may proceed to entire destruction of one kidney and 
to serious impairment of the other without marked 
constitutional symptoms; local pain may be entirely 
wanting or overshadowed by the bladder symptoms, 
painful and frequent micturition; pyuria and 
hematuria may be entirely absent owing to the com- 
plete occlusion of the ureter. (3) Chronic appendi- 
citis may closely simulate right-sided renal calculi, 
rarely even to the extent of hematuria. (4) A 
complete study of these cases before operation is de- 
manded, bringing to bear all the methods of exact- 
ness at our disposal, including radiography with or 
without injection of the renal pelvis, segregation 
of the urine by ureteral catheterization, and a 
thorough analysis, with functional tests and animal 
inoculations, when time permits, if the microscope 
fails to clear up the diagnosis, and cystoscopic 
examination of the bladder. T. Drozpowrrz. 


Quiros, D.: A Rare Form of Single Ectopic Kidney 
(Una forma rara de rifion unico y ectopico). An. 
d. hosp. de San José, Costa Rica, 1916, i, 211. 


In the kidney described by the author there were 
a number of rare anomalies including some which he 
states have not been before described: (1) The 
kidney was unique. (2) Instead of being located as 
ordinarily upon the last dorsal vertebra, the kidney 
was situated with its pole upon the sacrovertebral 
angle and therefore completely ectopic. (3) The 
matter of its form was unusual: The form generally 
attributed to a unique kidney is the horseshoe form 
over the median line on the right side where it is 
generally found, sometimes with its concavity up- 
ward, or, as in the majority of cases with its con- 
cavity downward. The anomaly which is first in 
point of rarity is the coronary form. ‘This form, 
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which may be called the cushion form, the author 
has never before seen, nor has he found any descrip- 
tion of it. The kidney was roughly quadrilateral 
in shape, about 9 cm. x 10 cm. in size. 

W. A. BRENNAN. 


Ashcraft, L. T.: The End-Results of Nephrectomy. 
Hahneman. Month., 1916, li, 565. 


The report is based on the author’s personal ex- 
perience in 19 cases (12 tuberculous) extending 
over a period of seven years, the most recent case 
having been operated upon in November, ro15. 
The basis of success in nephrectomy lies in com- 
pensatory growth of the opposite kidney as pointed 
out by Tousson. At the early post-operative stage 
a condition resembling nephritis (diminished urine, 
albumin, and casts) sets in and is due no doubt to 
the toxic substances arising from the operative 
field. Later, hypertrophy of both interstitial and 
parenchymatous elements is observed, the latter in 
excess of the former. As a rule nephrectomized 
persons stand infections and are good operative 
risks provided care is used in the selection and ap- 
plication of both anesthetics and antiseptics. 
Nineteen cases histories are given, with a careful 
analysis of end-results including urea, phenol- 
sulphonephthalein tests, pus, general urinary symp- 
toms, gain in weight, etc. Some cases have 
recovered sufficiently to be able to earn a livelihood. 
The time intervening from the operation to the 
final report varies from seven years to three weeks, 
averaging three years. Of the 19 cases 6 have died: 
one from uremia following influenza, one from sui- 
cide, one from pneumonia — all extraneous causes 
—one from sepsis following operation, one from 
pulmonary and one from miliary tuberculosis. 

L. L. Ten Broeck. 


Friedlander, A.: Sarcoma of the Kidney Treated 
by the Roentgen Ray. Am. J. Dis. Child., 1916, 
xii, 328. 

The author reports a case of sarcoma of the kidney 
occurring in a male child four years of age. The 
growth was too large to be removed, hence roent- 
gen-ray treatment was employed. For a time 
there was marked improvement but later the tumor 
began to increase in size again. The report is of 
special interest as the result of the X-ray treatment 
could be studied at necropsy. 

Treatments were given with a Coolidge tube. 
Three areas were covered at each treatment. 
Twenty exposures were made at intervals of about 
a week, with a dosage varying from 10 to 50 ma. 
seconds. The distance of the tube was eight inches, 
with a spark gap of nine inches. 

Autopsy showed a sarcoma of the left kidney with 
small metastases in both lungs and in the liver. Of 
special interest is the pathologist’s report of the 
examination of the tumor which follows. The 
capsule of the tumor was thick and hyaline like 
that seen in Zuckergussleber. The stained sections 
showed the most widespread and generally diffuse 


necrotic changes with no evidence of inflammatory 
reaction. Even the stroma showed degenerative 
changes, associated with irregular areas of oedema. 
The parenchyma was almost completely necrotic 
and, except in a few areas, chiefly near the lower pole, 
showed almost no evidence of stricture. The re- 
mains of stroma and parenchyma could be discerned 
by means of the staining reactions, but all histologi- 
cal cellular structure was lost. Karyorrhexis and 
karyolysis were obvious and the general appearances 
suggested those seen in areas of diffuse caseation. 
On the other hand, the capsule of the whole tumor 
mass was hyaline, and, especially about the vessels, 
showed the structure of hyaline connective tissue. 
At no place was there any evidence of malignant 
cellular infiltration. 

In the areas where some tumor structure persisted, 
the appearances were those of an alveolar sarcoma, 
and in these areas short spindle cells and round 
cells were present, chiefly the latter. In these areas 
the capillary vessels were healthy. About the mar- 
gins of these tumorous foci the tumor cells and the 
interstitial cells were both changed. The former 
showed, first, pyknosis, and, as the areas of com- 
plete degeneration were approached, rhexis and 
swelling; the latter, oedema and vacuolization. 

The fact that the whole necrotic process was so 
widespread in such a large tumor mass; that there 
was no evidence of vascular thrombosis in the main 
vessels and no evidence of infarction; and that the 
degenerative process appeared to be a gradually pro- 
gressive one, indicates that the roentgen-ray treat- 
ments were at least partially the cause of the retro- 
gression, H. A. Fower. 


Walther, H. W. E.: Ureteral Calculi; Their Diag- 
nosis and Treatment. Jnterst. M. J., 1916, xxiii, 
675. 

Primary calculus of the ureter is very rare. The 
calculus may form upon a stricture or upon an 
ulcer; in a pouch formed by the mucosa of the ureter 
or upon a foreign body in the ureter. Boyer re- 
ports a case of a pin in the ureter which became in- 
crusted with salts. Walker reports a case of two 
ureteral calculi, the nuclei of which were silk sutures 
put in the ureter during operation. Stones in the 
urinary tract commonly originate in the calyces 
of the kidney where they may remain or pass to the 
renal pelvis, more or less obstructing the urinary 
outflow, possibly producing a hydronephrosis or 
pyonephrosis, or the stone may pass into the 
ureter. In go per cent of cases ureteral calculi are 
single. Multiple stones are sometimes found, one 
report stating that 47 calculi were removed from a 
single ureter. In 3.6 per cent ureteral calculi are 
bilateral. Calculi in the vesical portion of the 
ureter can often be palpated per vagina or per 
rectum. Stones so felt should be at least a centi- 
meter in diameter, and should be situated within or 
immediately adjacent to the wall of the bladder. 

While the finding of microscopic blood in the 
urine is not positive proof that ureteral calculus is 
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present, the complete absence of blood at repeated 
examinations is strong evidence of the absence of 
ureteral stone. Infected urines are encountered in 
about 70 per cent of cases. About 65 per cent of 
stones of the ureter can be demonstrated by radio- 
gram. Cabot’s suggestion to place an Edebohl’s 
bag under the lumbar vertebrz so as to give obliqui- 
ty to the lumbar spine while radiographing for stone 
in the lower ureter should be universally practiced. 
Geraghty and Hinman have reported cases of 
ureteral calculi composed only of the carbonates 
and oxylates of calcium which repeatedly failed to 
cast shadows. If the stone be low down there may 
be swelling or puffiness or hemorrhages of the 
ureteral orifice. 

To differentiate ureteral calculus from other 
obstructions of the ureter two methods are used: 
(1) The passage of a wax-tipped ureteral catheter 
to or beyond the obstruction, and examination of the 
wax coating for scratch marks. (2) The phonendo- 
phore of Cunningham may be used. When the 
metal bougie of this passes up the ureter, grating 
sounds may be heard when it comes in contact with 
the stone. About 75 per cent of stones which enter 
the ureter are spontancously expelled. 

The passage of calculi can be aided by inserting 
a ureteral catheter to or beyond the stone, and 
then attempting to dislodge the stone. Glycerine 
may be injected into the ureter. The ureteral 
probang inserted into the ureter, closed, then opened 
after it has passed above the stone and withdrawn, 
may dislodge a calculus. An injection of 5 ccm. of 
a 2 per cent solution of papaverine hydrochloride has 
been recommended, it being supposed that this drug 
relaxes the ureteral wall, and permits the stone to 
pass easily. The ureter may be dilated with various 
instruments. The choice of a skin incision, if 
operation is necessary, depends upon the location of 
the stone. The ureter should always be attacked 
extraperitoneally. For calculus in the upper third 
of the ureter the Mayo-Robson muscle-splitting is 
generally satisfactory. The Gibson incision for 
stones below the pelvic brim is probably the best. 

B.S. BARRINGER. 


Walther, H. W. E.: Pyelo-Ureterography as an Aid 
in the Diagnosis of Obscure Surgical Condi- 
tions of the Kidney and Ureter. JN. Orl. M. & 
1926, Ixix, 115. 

The author reviews the early history of pyelog- 
raphy, describes his technique, and comments 
on the types of cases that require pyelography for 
complete diagnosis. 

His technique includes the ordinary preparation 
for X-ray, cystoscopy, and ureteral catheterization. 
An opaque fluid, preferably thorium nitrate, is 
injected into the pelvis of the kidney by means of 
the gravity apparatus (which the author prefers) or 
by the use of a small syringe. In the author’s 


opinion all pyelo-ureterograms should be made with 
the patient standing, as only in this way is it possible 
to get an idea as to the mobility of the kidneys and 


INTERNATIONAL ABSTRACT OF SURGERY 


other abnormalities that may exist and which would 
not show in a reclining position. In cases of so- 
called nephroptosis, especially in obese individuals, 
the author finds pyelo-ureterography the only 
means of making a diagnosis. By this means the 
presence of both kidneys can always be determined, 
and renal and ureteral anomalies, renal dilatations, 
and hydronephroses can be easily outlined. Differ- 
entiation of abdominal tumors from those of the 
kidney is easy by this means. 

The author presents a pyelo-ureterogram show- 
ing two pelvic kidneys which he observed in his 
own practice and was able to diagnose before opera- 
tion. He is able to differentiate ureteral stones from 
phleboliths by the use of a shadow-casting catheter 
and the making of stereoscopic roentgenograms. 
Reduplications of the ureters and crossings of the 
ureters are also shown in this manner. The author 
believes that pyelo-ureterography when carefully 
and properly performed in selected cases is free 
from danger, especially when opaque fluids in per- 
fect solution are used and when the gravity method 
is employed for their introduction. 

J. THOMAs. 


Fowler, H. A.: Remarks on the Diagnosis of Renal 
= Ureteral Calculi. Maryland M. J., 1916, 
ix, 183. 


The positive demonstration of a stone in the kid- 
ney or ureter does not satisfy the requirements of a 
complete diagnosis of this malady, according to 
Fowler. This much he considers merely as the first 
step. He believes it quite as important to deter- 
mine the exact location of the stone in the kidney 
and ureter, as well as the number, size, and probable 
composition. The presence or absence of infection 
should be ascertained, the degree of damage done 
the affected kidney, and the condition of the opposite 
kidney. 

The ease and facility with which a stone is re- 
moved when its exact location in the kidney or 
ureter is known and the character of the operative 
procedure best suited to the individual case depends 
largely upon reliable data furnished by pre-operative 
study. 

The diagnosis is chiefly based upon the urinary 
findings, the X-ray examination, and cystoscopy. 

Of the subjective symptoms pain is placed first. 
Urinary changes come second, according to Fowler. 
While he considers it hardly necessary to call at- 
tention to the importance of a careful microscopic 
examination of the urine as a routine procedure, yet 
he finds that this important detail is often neglected 
and frequently a normal appendix is removed under 
the mistaken diagnosis of appendicitis when the 
real trouble was stone in the right kidney or ureter. 
Hematuria is the third cardinal symptom of urinary 
stone. 

In the X-ray examination of a patient with sus- 
pected stone in the upper urinary tract Fowler em- 
phasizes the importance of the closest co-operation 
between the radiographer and the clinician. When 
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the X-ray is negative the use of the wax-tipped 
catheter, according to the technique of Kelly or 
Burton Harris, he considers extremely valuable. 

H. W. E. WALTHER. 


BLADDER, URETHRA, AND PENIS 


Fullerton, A.: Injuries of the Bladder and Urethra 
in War. Brit. M.J., 1916, ii, 245. 

The author comments on the fact that compara- 
tively little attention has been given, especially since 
the war began, to wounds of the bladder and urethra. 
He outlines the manner in which these wounds may 
be produced and gives the signs and symptoms pro- 
duced by such injuries. He then suggests methods 
of treatment of wounds of the bladder, both intra- 
and extraperitoneal, and cites cases to illustrate the 
points under discussion. In like manner he dis- 
cusses the treatment of wounds of the urethra. 

There have been two methods of treating wounds 
of the bladder at the casualty clearing stations: 
(1) the tying in of a catheter; (2) suprapubic cystos- 
tomy. Each of these procedures has a definite place 
in surgery, but the author thinks there is a want of 
appreciation in the minds of many operators as to 
the objects to be attained by these methods and the 
dangers attending their indiscriminate use. 

Wounds of the bladder may be produced by 
bullets, shrapnel, shells, bombs, etc., and have 
certain dangers distinct from wounds produced in 
other parts of the body. The missile may reach the 
bladder from any direction and the tract is often 
long and tortuous. Complications may occur in 
the form of fracture of the neighboring bones, in- 
jury to large vessels and nerves and to the intestines, 
and extravasation of urine. A troublesome compli- 
cation is injury to the rectum allowing feces to 
enter the bladder. These wounds may be intra- or 
extraperitoneal or both. Intraperitoneal wounds 
are more easily handled than extraperitoneal. 

Signs and symptoms of wounds of the bladder 
vary with the position and size of the wounds and 
the concomitant injury to other organs. Intra- 


peritoneal injury is usually associated with injury ° 


to the intestine with the usual signs of a ruptured 
viscus. All of the urine may go into the peritoneal 
cavity, none passing per urethra. If the wound is 
small, a cystoscope may help in the diagnosis. 

Hematuria is usually present but, in the author’s 
experience, should not be considered as a symptom 
of direct injury to the bladder. In extraperitoneal 
wounds the chief symptoms are escape of the urine 
from the wound, which may be delayed for several 
days, hematuria, and cystitis. 

Wounds of the urethra are classified as of the pen- 
dulous portion and those of the fixed portion. The 
author does not discuss wounds of the pendulous 
portion. Wounds of the fixed portion are frequent 
and are produced by missiles which come through 
the buttock and through the thigh, or from the front 
or the back of the pelvis. Missiles passing trans- 
versely at the level of the great trochanter may in- 
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volve the prostatic portion of the urethra; those pass- 
ing at the level of the middle of the small trochanter 
involve the bulbous portion; between these levels 
the membranous urethra is liable to injury. Con- 
current injury of the rectum occurs frequently in 
anteroposterior wounds. Every degree of injury may 
be met with from slight contusions to complete loss. 
A fistula is usually present if the urethra has been 
severed. 

Intraperitoneal injuries, which are ordinarily com- 
plicated by injury to the intestine, are usually dealt 
with by infolding or excision. The wounds of the 
bladder, if of moderate dimension, can be excised 
so as to bring fresh surfaces together. The author 
advocates the use of the thermocautery to sterilize 
the edges of the wounds. Foreign bodies should 
be removed from the bladder and from other places 
if easily accessible. The use of catgut is advised 
to avoid subsequent calculus formation, and con- 
tinuous suture is recommended. If the wound to 
the bladder is large and cannot be brought together, 
it is advisable to attempt to render it extraperitoneal. 
In most cases of intraperitoneal injury the bladder 
has been completely closed, the peritoneal cavity 
cleansed, and a drain inserted into the rectovesical 
pouch. The author thinks it best to have the pa- 
tient pass a catheter every four hours to avoid dis- 
tention and advises against the use of the permanent 
catheter. There is not much danger of intraperi- 
toneal leakage, in his opinion, if the peritoneal 
surfaces have been well turned in. 

Extraperitoneal wounds are usually treated at the 
base hospital and ordinarily are not as simple as 
they at first appear. Where the rectum has been 
injured, a colostomy has to be done at once. The 
author advises transverse colostomy, the advantages 
of such procedure being: (1) the stoma is far 
removed from the wounded area; (2) the opening 
is easily controlled; (3) restoration of the continuity 
of the bowel is easily accomplished when the need 
for an artificial opening is past; (4) should it become 
necessary later to remove any part of a damaged 
rectum, the pelvic colon can be mobilized and 
brought down to supply the deficiency if it has not 
previously been interfered with by an inguinal 
colostomy. A case is cited in which a soldier had 
a severe extraperitoneal wound of the bladder which 
involved the rectum. 

The author states that most of the men at the 
front have practically sterile urine, and it is much 
better to allow the clean urine to irrigate the wounds 
than to attempt other means of drainage or to at- 
tempt cystostomy. He contends, however, that 
properly conducted irrigation of the bladder is 
necessary so that the urine will not become foul. 
In cases in which there are large sloughs from the 
bladder it becomes necessary to do a cystostomy. 
He considers that suprapubic cystostomy does not 
completely drain the bladder and that urine can 
leak through wounds which are in the sides and base 
in spite of such drainage. When this does occur, 
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base of the bladder instead of the mixed urine which 
drains into the wounds. 

The author removes foreign bodies from the blad- 
der and makes a total closure if the wound has been 
intraperitoneal. When the wound is extraperitoneal 
he likes to try closure of the suprapubic wound 
with a drain in the space of Retzius and advises 
that close attention be given to the condition of 
the bladder; if the bladder becomes septic, it is 
best to open the suprapubic wound. ‘Two cases are 
cited to illustrate the point that suprapubic drain- 
age is not necessary and that non-interference is 
usually better than opening the bladder and at- 
tempting to drain. 

The usual method of treatment of wounds of 
the urethra is the passage of a catheter through the 
urethra which is tied in place and, if this fail, 
suprapubic cystostomy. In the author’s opinion. 
neither of these methods is the best that can be 
done for the patient. An indwelling catheter soon 
brings about urethritis and results in a suppurating 
wound with possible infection of the bladder or 
even of the kidney. Also, the catheter frequently 
becomes blocked and the urine cannot be voided. 
The author thinks that suprapubic cystostomy 
is unnecessary except in the presence of large blood- 
clots in the bladder. He suggests the following 
treatment for this type of injury. If the patient 
is unable to void, or if extravasation is liable to take 
place, peritoneal section is performed, blood-clots 
are removed, hemorrhage stopped, and free drain- 
age established. The patient is encouraged to 
pass his urine through the wound; if the attempted 
urination is unsuccessful suprapubic aspiration of 
the bladder is advised. After the sepsis has been 
controlled dilatation can be attempted and, later, 
plastic operations. As in wounds of the bladder, 
the urine passing through the wound cleanses it 
fromits depths outward and the wounds heal quickly. 

The author concludes with the statement that 
the views expressed will probably not meet with 
general acceptance, but that they are put forward 
to stimulate those who are dealing with cases 
such as have been described to consider each on its 
merits rather than to adopt any hard and fast rule 
for all. Gupert J. Tuomas. 
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Bazy, L.: Treatment of Bladder Injuries by War 
Projectiles (Sur le traitément des plaies de la 
vessie par projectiles de guerre). Bull. et mém. 
Soc. de chir. de Par., 1916, xlii, 1730. 

Bladder injuries due to war are of two kinds, those 
with urinary retention and those in which the urine 
escapes easily by the trajectory of the projectile. 

In wounds due to bullets there is generally re- 
tention, both the orifice and the projectile path 
being of small caliber and closing up easily by the 
elasticity of the tissues, the urine not being able to 
escape; but in wounds due to shells the breach is 
larger and the urine can escape easily. Where the 
vesical wound is accompanied by a bony fracture 
the situation becomes extremely complicated. 

In two of the four cases reported by Bazy the 
bony parts were not involved. In the first a shell 
sectioned the inguinal canal and a hernial sac which 
was in it and tore the bladder. This man recovered 
without other intervention than the placing of a 
sonde & demeure. In the second case a shell pene- 
trated above the pubis leaving by the right buttock. 
Catheterization was not possible. A median 
laparotomy showed the bladder distended. Bazy 
established a hypogastric fistula, but this patient 
had to be dismissed owing to the intensity of the 
bombardment. 

The other two bladder injuries were complicated 
with skeletal lesions. In one the projectile entered 
the right buttock and escaped by the left. There 
was an extensive bladder wound complicated by 
a fracture of the neck of the left femur and of the 
cotyloid cavity. A large drain was placed in 
Retzius’ cavity communicating with the bladder, 
the urine being withdrawn by a sonde @ demeure. 
This prevented infection of the bladder from the 
fractured region. The patient recovered both from 
the bladder lesion and from the fracture. 

The fourth case was somewhat similar to the last, 
but here the result was not so satisfactory; the pa- 
tient died 36 hours after operation (drainage of 
Retzius’ cavity). 

From the first two cases Bazy concludes that 
when the bladder alone is involved and through 
its anterior wall only, treatment is simple and the 
prognosis favorable. W. A. BRENNAN. 


SURGERY OF THE EYE AND EAR 


EYE 


Derr, J. S.: X-Ray Localization of Foreign Bodies 
in the Eye by the Sweet Method. Am. J. 
Roentgenol., 1916, iii, 393. 


The author believes that it is very rare indeed for 
a foreign body in the vitreous or ciliary body to 
become encysted and symptomless and give no 
further trouble. No means should be neglected to 
determine the presence or absence of a foreign body 
and its position in the globe. 

Sweet’s method is described in detail and the 
author agrees with Sweet that a splinter of metal of 
sufficient size to strike and penetrate the coats of 
the eyeball will be of sufficient density to cast a 
shadow on the photographic plate. 

The technique is the most important part of the 
localization. No rifleman making a long shot has 
to line up his sights any more carefully than has the 
roentgenologist to adjust the sights of his localizer. 
A preliminary lateral roentgenogram should be 
made in every case to determine whether or not a 
foreign body is present, thus saving the inconven- 
ience to the patient and the trouble to the operator 
of the localization should no foreign body be found. 

The position of the body in the cornea or sclera is 
no indication of the situation of the foreign body in 
the ball. In general, metal bodies tend to gravitate 
to the lower part of the eyeball. 

Sixteen cases are reported, with operative find- 
ings. James T. Case. 


Vail, D. T.: Some Newer Principles in Dealing with 
Uncomplicated Cataract. Arch. Ophth., 1916, 
xlv, 307. 

It is not presumed that there are unalterable pro- 
cedures in the management of cataract, but the 
general principles as propounded in the classroom and 
the literature are discussed by the author. 

Preliminary iridectomy is regarded as unnecessary 
and useless and therefore never indicated, as when 
vision is impaired to the degree that it would be 
justified according to the old teaching the time has 
arrived for the actual extraction regardless of the 
kind of cataract present. 

Waiting for ripening is strongly deprecated be- 
cause of the loss of time, health, and courage during 
this period, the cataract being regarded as ready for 
operation when the patient cannot see to work. 

As regards cleansing the eye before operation the 
newer procedure is to simply douche the conjunc- 
tival sac with a large stream of warm normal salt, 
boric acid, or bichloride solution, the lids being 
held off the eye like a tent by a suitable speculum, 
exposing all parts of the sac to the action of the 


fluid, and this form of speculum is most desirable 
during operation, removing the weight and spasm 
of the lids from the eyeball. 

As it is the anterior capsule that causes post- 
operative mischief and disappointment a large 
portion must be removed by a capsule forceps, and 
as this cannot be accomplished by a cystotome the 
latter instrument is to be regarded as obsolete. 
No effort need be made to remove clear cortical 
fibers as they will be absorbed, it being only over- 
ripe lense material that is irritating. If cataract 
patients are old and infirm it is exceedingly import- 
ant that the operation should be over as soon as 
possible. The anesthesia should be sufficient in 
eight minutes and the operation completed in three 
to five minutes after that. Atropine after opera- 
tion is taboo as the wounded eye is said to tolerate 
it badly. 

A statistical table is given of forty cases of im- 
mature uncomplicated cataract in which the disc 
could be seen at the time of operation in all but three. 

S. S. Howe. 


Knapp, A.: The Operative Treatment of Partial 
Staphyloma of the Cornea and of Fistula of 
the Cornea with a Conjunctival Flap. Arch. 
Ophith., 1916, xlv, 359. 


The author reports two cases of partial corneal 
staphyloma and one of corneal fistula, all with secon- 
dary glaucoma, which were treated by excision of 
the staphylomatous portion of the cornea, release 
of the adherent iris, with iridectomy and covering of 
the defect with a double pedunculated conjunctival 
flap, according to the method of Kuhnt. To re- 
store normal tension, on which the success of the 
operation depends, the iridectomy must be done 
early, as soon as the inflammatory condition in the 
cornea permits, as in old cases the operation is gen- 
erally not successful. S. S. Howe. 


EAR 


Crane, C. B.: Infections of the Ears, Nose, and 
Throat as Primary Foci for Secondary Infec- 
tions. Laryngoscope, 1916, xxvi, 1099. 

The author mentions the following diseases which 
are attributed to primary foci in the upper respira- 
tory tract and the ears, as well as the teeth; acute 
rheumatic fever, so called, often associated with 
chorea; endocarditis, acute and chronic; arthritis, 
acute and chronic; nephritis, acute and chronic; 
bronchiectasis; gastro-intestinal disturbances, such 
as ulcer and stasis; acute and chronic appendicitis; 
cholecystitis and cholangitis; myositis; tenosynovitis; 
neuritis, acute and chronic; septic iritis and irido- 
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choroiditis and acute thyroiditis, followed by chron- 
ically enlarged thyroid. 

The streptococcus in some form is the usual infect- 
ing agent and the author lays stress on procuring 
the germ from the secondary focus when an auto- 
genous vaccine is to be made, because the strain 
from the secondary focus may be different from the 
strain in the primary focus, as has been shown by 
Rosenow’s work on transmutation. 

The author makes a plea for more careful examina- 
tion in searching for the primary focus, because it 
is a very difficult thing to exclude infection. 

Orro M. Rorr. 


Loughran, R. L.: Streptococcus Mucosus Capsula- 
tus Infection of the Mastoid Bone. Laryn- 
goscope, 1916, Xxvi, 962. 

Although bacteriologists are still uncertain as to 
where the streptococcus mucosus capsulatus should 
be placed in the classification of bacteria, there is no 
doubt in the mind of the otologist as to its great 
virulence and its insidious tendency to produce late 
complications in inflammatory ear disease. 

Early and frequent bacteriological examination 
of all discharges in suppurative otitis media is 
necessary in order to determine the presence of a 
streptococcus mucosus capsulatus infection and by 
early operation attempt to stop its destructive 
course. 

The author reports several cases illustrative of the 
“dangerous and insidious latent period” in inflam- 
matory ear disease which has its origin in the ac- 
tivities of this infective agent. One patient de- 
veloped sinus thrombosis two months after simple 
mastoid operation, and another a purulent meningi- 
tis after the mastoid wound had healed and the 
patient had been discharged. Eten J. Parrerson. 


Blackwell, H. B.: Chronic Suppurative Otitis 
Media. N. Y. M.J., 1916, civ, 402. 


The author describes the following modified 
radical mastoid operation, which he has performed 
in thirteen cases: 

The usual postaural incision is made, as in the 
Stacke operation. The soft parts anterior to this 
incision are elevated and retracted forward; the 
cortex is removed with a gouge and the subcortical 
cells are curetted until the antrum is opened; the 
posterior bony canal wall is lowered and the antrum 
widened to its fullest possible extent. When the 


short process of the incus becomes visible the exter- 
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nal attic wall is removed by placing the back of the 
curette external to and in front of the incus and cu- 
retting from within outward. The bony canal wall 
is still further lowered until the facial ridge is 
reached, leaving only an epitympanic ring in its 
superior portion, with a width of about one-six- 
teenth of an inch. 

In four instances this ring was removed in the 
superior and outer quadrant of the circle, leaving 
the membrana tympani and ossicles intact. 

The granulations, polypi, and cholesteatoma, 
lying in the external and internal attic are removed 
by curetting internally or externally to the incudal 
body, care being taken not to destroy the suspen- 
sory ligament of the malleus or its external lateral 
ligament. In curetting near the incus, great care 
must be taken not to disturb the ligament which 
binds the extremity of its short process to the bone 
below and just in front of the external semicircular 
canal. The drum and ossicles are left in situ. 

An L-shaped meatal flap is cut, as in a radical 
operation, the cartilage removed, and the flap 
sutured to the temporal fascia. ‘The mastoid wound 
and attic region are packed snugly, thereby furnish- 
ing support to the flap, and the posterior wound 
sutured. 

In summarizing his results the author states that 
the best results are obtained in cases having had 
a discharge less than five years. 

He believes it is particularly indicated in cases of 
aural discharge of several months’ standing, which 
have resisted treatment, and where the patient is 
threatened with the possibility of long-continued 
suppuration. Orro M. Rorr. 


Guttman, J.: A New Method of Opening the Drum 
. Membrane in Purulent Otitis Media by Means 
of a Trephine. 


The trephine consists of a four-inch hollow steel 
tube with a handle on one end and the lower end 
finely sharpened in the form of a circular knife 1 to 
2 mm. in diameter. 

After cleansing the ear canal with peroxide of 
hydrogen and alcohol, three to five drops of a 4 per 
cent solution of cocaine are injected hypodermically 
in the upper wall at the junction of the membranous 
and bony parts of the ear canal. After five minutes 
the drum is pierced with the trephine in the poste- 
rior quadrant. General anesthetic may be used in 
sensitive patients and children. 

ELLEN J. PATTERSON. 


Laryngoscope, 1916, xxvi, 1043. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Clark, J. P.: Sarcoma of the Nose; Report of a 
Fatal Case, with Metastases in the Cervical 
Glands and in the Brain. Tr. Am. Laryngol. 
Ass., Washington, 1916, May. 


A female, 64 years old, had noticed a swelling on 
her nose for four months. When first seen by the 
author it was about the size of a small marble. For 
a month there had been a slight bloody discharge 
from the nose. There was a dark purplish tumor 
visible on the outer wall of the left nostril just above 
the vestibule. The growth was completely removed. 
The microscopical diagnosis was either carcinoma 
or sarcoma. In two months a gland was felt under 
the left side of the jaw. ‘This was excised and prov- 
ed to be a spindle-cell sarcoma, thus determining 
the nature of the original growth. Seven weeks 
later a gland was palpable under the left sternomas- 
toid muscle. Coley’s treatment was tried, without 
apparent success for two months. At the end 
of that time a smail recurrence was found in the 
nose and removed, and a month later a complete 
glandular dissection of the left side of the neck was 
successfully done. Three weeks later the patient 
developed mental symptoms, incoherent talk, 
convulsive attacks, motor aphasia, and dysphagia. 
At times she was very drowsy, and then restless and 
irritable. She soon lost power of locomotion and 
control of the sphincters. She became very coma- 
tose and hard to rouse, and ate practically nothing 
for the last ten days of life. An autopsy showed 
three metastases in the brain. 

The most interesting features of this case are the 
metastases in the brain and cervical glands. The 
author could find but 8 reported cases of sarcoma 
of the nose in which metastases were said to have 
occurred. Of these cases 6 are somewhat doubtful 
leaving two, besides the case here reported, in 
which metastases occurred in the cervical glands, 
and only one other case in which they occurred in 
the brain. Orto M. Rort. 


Kyle, D. B.: Removal of a Large Rhinolith, with 
Exhibition of Specimen. Zr. Am. Laryngol. 
Ass., Washington, 1916, May. 

The case is reported of a male, aged seventeen 
years, whose right nostril was markedly obstructed 
by the septum, which was deflected and perforated 
by pressure from the body in the left nostril. This 
obstruction in the left nostril was found to be ex- 
tremely hard, almost black in color, and covered by 
a great quantity of foul-smelling, mucopurulent 
secretion. This object was large enough to fill 
the entire naris; it forced the septum to the extreme 


right, extending into the antrum, and could be 
felt projecting backward into the nasopharynx. 
It was freely movable and not attached at any point, 
pocketed as it were. 

An operation was performed October 9, 1014, 
under ether anesthesia. Attempts to remove the 
obstructing body in its entirety failed, owing 
to its large size and to the fact that it bore the 
relation to the surrounding bone structure of a ball 
to its socket. It was necessary to use heavy ron- 
geur forceps, by means of which it was possible to 
break off small fragments from the granite-like mass. 
About one-third of the body was removed in this 
manner when the remaining portion was removed 
entirely, with only a slight tear at the nasolabial 
angle. The nose was packed with iodoform gauze. 
The entire operation occupied about one hour 
and considerable blood was lost. The patient was 
cyanotic and in shock when taken to the ward. 

Twenty-four hours after operation a distinct 
pneumonic area had developed in the lower left 
lung, and the patient was removed to the medical 
ward for treatment of this condition, which cleared 
upinduetime. During the four or five days follow- 
ing the operation considerable emphysema of the 
cellular tissue developed at the root of the neck and 
below the clavicles. The face was markedly swollen 
and the eyes puffy. By October 17th, a distinct 
abscess had developed at the inner canthus of the 
left eye. This was incised by Dr. Sweet, and found 
to communicate with the anterior ethmoid cells. 
This complication being relieved and the lung having 
become clear, the patient was returned to the special 
ward on October roth, where he made an uneventful 
recovery, and left the hospital November 11, 1914. 

Orto M. Rorrt. 


Clevenger, W. F.: Deviations of the Nasal Septum 
and the Submucous Operation. J. Indiana 
St. M. Ass., 1916, ix, 277. 

After reviewing the subject of the physiological 
importance of proper nasal respiration and the 
results attendant upon nasal obstruction the author 
discusses the specific indications for radical surgical 
procedures on the deflected septum, mentioning: 

1. Nasal occlusion persisting after the necessary 
measures have been resorted to for the correction 
of deformities of the arch of the superior maxillary 
bone after the tonsil and adenoid operation in the 
young. 

2. Middle ear abnormalities, such as progressive 
eustachian tube inflammation and deafness. 

3. Pain traceable to pressure in the middle tur- 
binate region. 

4. Vasomotor coryza. 
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5. Deficient voice resonance, and mouth-breath- 
ing in general with all its accompanying ill-effects 
such as bronchitis, laryngitis, pharyngitis, etc. 

6. Other pathologic conditions resulting  in- 
directly from deficient oxygenation, such as anemia 
and reflexly such neurotic ailments as chorea, 
asthma, etc. 

Contra-indications mentioned are: 

1. Inthe young, under 15 years of age. 

2. In the aged. 

3. Ina luetic. 

4. All acute or subacute inflammatory middle ear 
affections. 

5. All tonsillar diseases. 

The author does not take up the technique of the 
work but he calls attention to the necessity of ob- 
serving with due regard (1) the region of the bridge 
of the nose, where some cartilage must be left for a 
support; (2) the region of the cribiform plate where 
delicacy is imperative; and (3) to the juncture of 
the cartilage with the vomer where the attachments 
are firm. Orro M. Rorr. 


Sluder, G.: Surgical Consideration of the Upper 
Paranasal Cells. Tr. Am. Laryngol. Ass., Wash- 
ington, 1916, May. 

The procedure described has been satisfactory 
in the author’s hands for ten years. It begins with 
a very high cut of the middle turbinate, called 
through “‘cribriform or infundibular turbinectomy.” 
The cut is usually 2 or 2.5 millimeters from the 
cribriform plate, and may be extended to the most 
anterior limit of the infundibulum. 

This very high cut may be carried backward to 
include the capsule of the ethmoid, under which 
condition not only is the middle turbinate removed, 
but the uppermost line, and usually all the other 
ethmoidal cells are opened wide into the nasal cavity. 
When desirable the entire anterior wall of the body 
of the sphenoid from its uppermost limits, may be 
removed. In the author’s judgment and expe- 
rience it is the technique that most often may be 
trusted to open all of the cells, regardless of unusual 
or anomalous positions. 

There are many cells that are placed in positions 
more or less unusual that will be opened by a tech- 
nique which has for its primary plan an incision 
which will skirt the cribriform plate and remove the 
middle turbinate at its most anterior as well as its 
most upper limit, and extend into the sphenoid 
body at its uppermost part, regardless of the natural 
opening, and then be extended downward until it 
has cut through its floor or found it to be impene- 
trable. The procedure of approaching the turbin- 
ate from above on its inner side is accomplished 
by the author’s specially devised angular knife. 

The intranasal surgery of the upper cells may be 
performed by this method in any part or the whole 
as conservatively or as radically as may be desired. 
The ability to place the incision safely two milli- 
meters below the cribriform plate in any part of or 
in the whole of its extent seems to be the most 
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advantageous, and not a small part of this advantage 
is the power to extend this incision to the foremost 
limit of the infundibulum, thereby opening the inlet 
of the frontal to its widest natural possibilities. It 
is most desirable to preserve the natural inlet here, 
and this is done by a cribriform turbinectomy, which 
leaves undisturbed the histologic epithelial covering 
of the normal inlet; i.e., the uncinate process, the 
bulla ethmoidalis, the hiatus semilunaris, and in- 
fundibulum, regardless of the anatomic variations 
of the frontal inlet. Should these parts be wounded, 
as in a curettement, the resultant scar tissue blocks 
the inlet. The angle knife removes by cutting any 
desired tissue with the least possible trauma to the 
surrounding tissues. In the sphenoidal district 
it opens the uppermost and lowermost possible 
parts of the face, which has the advantage sometimes 
of opening also a postethmoidal cell which may oc- 
cupy part of the body of the sphenoid. (Such a 
cell is often the cause of the entire clinical picture.) 
The angle knife is so small that it takes up the mini- 
mum room, and so leaves the small field open to the 
best vision possible. Its execution is always in 
the direction away from the danger zone. 
Orro M. Rotr. 


Berens, T. P.: Brain Abscess From Chronic Sup- 
puration of the Frontal Sinus. T7r. Am. Laryn- 
gol. Ass., Washington, 1916, May. 

In a previous communication the author reported 
a case of this affection, with a record of 49 other cases 
found in the literature. 

Since then 6 other cases have been recorded, to 
which the following is now added: 

A male, 30 years old, was operated on January 16, 
1913, under gas-ether anesthesia. The operation 
consisted in a radical external frontal and sphenoidal 
operation and opening of the antrum of Highmore 
through the naso-antro wall. 

In December, 1913, as there was pus in the nose, 
the old wound was reopened through the nose and 
washed out. This had to be repeated in July of 
the following year. In December of the next year 
there was a recurrence of the discharge, and January 
5, 1916, there was a large swelling of the cicatrix 
in the right frontal region accompanied by head- 
ache. The old wound was opened under anesthe- 
sia; much pus flowed from the wound and also from 
the antrum which was opened. Granulations 
in the roof of the sinus hid a perforation which led 
to a cavity two and one-eighth inches from the roof 
of the sinus. This opening was gently enlarged, 
and a horse-hair drain placed therein. Finally, a 
soft rubber drain was inserted, and the discharge 
continued for five weeks. The wound was not 
allowed to heal for some weeks thereafter. 

A culture from the brain showed streptococcus 
hemolyticus in pure culture, and the same were 
found in blood culture in small numbers the day 
after the operation. Recovery was complete except 


that there was still considerable discharge of pus 
Orto M. Rorr. 
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The care of children’s teeth; the most neglected feature 
of pediatric medicine. T. C. McCreave. J. Am. M. 
Ass., 1916, Ixvii, 323. 

The dangers of the painless blind abscess; the emetine 
flash. R.Apatr. J. M. Ass. Ga., 1916, vi, 45. 

Report of three cases of salivary calculi. W.H. HASKIN. 
Laryngoscope, 1916, xxvi, 1031. 
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PLANS FOR THE PHILADELPHIA MEETING 


N the following pages is presented a pre- 
liminary program of the evening meetings 
to be held ‘during the week of the Clinical 

Congress of Surgeons in Philadelphia. All of 
these meetings, with the exception of the public 
meeting on Friday evening, are to be held in the 
Ball Room of the Bellevue-Stratford. On Friday 
evening, in Witherspoon Hall, located only a 
short distance from the Bellevue-Stratford, there 
will be an open session to which the public will 
be invited. Questions of great interest to the 
public will be discussed by men who can speak 
with authority concerning the problems presented. 
On three evenings of the week there will be sepa- 
rate meetings for the section on surgery of the 
eye, ear, nose, and throat, the program for which 
will be published in an early issue. These meet- 
ings will also be held at the Bellevue-Stratford. 

It is evident from the number of registra- 
tions already received at the office of the 


Secretary-General that the limit of member- 
ship fixed for the Philadelphia session will be 
reached within a short time. Bearing in mind 
that several hundred surgeons who wished to 
attend the Boston meeting last October were 
disappointed because their registrations were 
received too late, it is urged upon those surgeons 
who wish to attend the Philadelphia meeting, 
but who have not sent in their registrations, that 
application should be made immediately to the 
Secretary-General, Dr. Franklin H. Martin, 30 
N. Michigan Ave., Chicago, Illinois. When 
the required number of registrations has been 
received no further applications can be accepted. 

A careful survey of the operating amphi- 
theatres, lecture rooms, and laboratories of the 
several medical schools and hospitals in Phila- 
delphia, as to their capacity for accommodating 
visiting surgeons, has been made and the limit 
of attendance based upon this survey. The 
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popularity of these clinical meetings has become 
so great that the plan of limiting the attendance 
and requiring advance registration was decided 
upon to prevent overcrowding. This plan as- 
sures accommodations at the clinics for all who 
hold membership cards and has worked satis- 
factorily at the two previous meetings, in London 
in 1914 and in Boston in 1915. 


THE CLINICAL PROGRAM 


The schedule of clinics and demonstrations to 
be given by the clinicians of Philadelphia during 
the week of October 23d as published in these 
pages is a tentative one and is to be amplified and 
corrected from month to month as the work of 
the Committee on Arrangements progresses, 
so that the final program will properly represent 
the clinical work of the Philadelphia surgeons. 
The Committee on Arrangements has planned for 
a complete showing of Philadelphia’s clinical 
facilities in every department of surgery, in- 
cluding gynecology, obstetrics, genito-urinary 
surgery, orthopedics, surgery of the eye, ear, 
nose, and throat, together with many demonstra- 
tions on borderline subjects. 


MEMBERSHIP—REGISTRATION FEE 

The Constitution of the Congress provides 
that all subscribers to the official journal, Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, are mem- 
bers of the Congress and that such other legally 
qualified practitioners as are in good standing in 
their own communities may become members upon 
registering at an annual meeting. 

The constitution also provides that a registra- 
tion fee shall be required of each member 
attending an annual meeting, there being no 
annual dues for members of the Congress. 
The registration fees provide funds to meet the 
expense of preparing for and conducting the 


annual meetings so that no financial burden is 
imposed upon members of the profession in the 
city entertaining the Congress. 


HEADQUARTERS 

Headquarters will be established at the Belle- 
vue-Stratford where the Ball Room, Clover 
Room, Red Room, Green Room, and adjacent 
foyers and smaller rooms have been reserved 
for the use of the Congress. These rooms are 
located on the second floor of the hotel and 
provide ample space for registration rooms and 
ticket bureau, bulletin boards, etc., the Ball 
Room being used for the evening meetings. 

Headquarters will be open on the afternoon of 
Saturday, October 21st, and on Sunday, the 22d, 
for the registration of members. The program 
of clinics and demonstrations for Monday will be 
bulletined on Saturday afternoon, and on each 
afternoon, beginning on Monday, the complete 
program for the next day’s clinics will be posted 
on bulletin boards in headquarters. A printed 
program will be issued each morning and special 
tickets for all clinics and demonstrations will be 
issued to members at 8 a.m. each day. 


SPECIAL TICKETS 

The use of special tickets at previous sessions 
has fully demonstrated the efficacy of this method 
of providing for the distribution of members 
among the various clinics. To prevent over- 
crowding, tickets for any clinic or demonstration 
are limited in number to the actual capacity of 
the room in which the clinic or demonstration is 
to be given. These special tickets will be issued 
at 8 o’clock each morning for the clinics and 
demonstrations to be held that day, a complete 
clinical schedule having been posted on the 
bulletin board on the afternoon of the preceding 
day, and a printed schedule of the clinics dis- 
tributed early each morning. 
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PRELIMINARY CLINICAL PROGRAM 


GENERAL SURGERY 


Monday 
Cuar.es H. FRAZIER — University Hospital — 9 to 12. 
T. Turner THomas — University Hospital — 3 to 4. 
GrEorGE G. Ross — German Hospital — 9. 
A. D. Wu1t1nc — German Hospital — ro. 
Joun B. DEAvER — German Hospital — 12. 
E. G. ALEXANDER — Episcopal Hospital — 11 to 1. 
Harry C. Deaver — Episcopal Hospital — 1 to 5. 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
M. BEHREND — Jewish Hospital — 2 to 5. 
Kate W. BALpwin — Woman’s Hospital — 3. 
Levi J. Hammonp — Methodist Episcopal Hospital — 1. 


Tuesday 
. OwEN — Philadelphia General Hospital — 11. 
. Loux — Philadelphia General Hospital — 2 to 4. 
CarneETT — University Hospital — 9g to 10. 
A. C. Woop — University Hospital — 10:30 to 12. 
W. Wayne Bascockx — Samaritan Hospital — 9 to 12. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
LEON BRINKMAN — Mt. Sinai Hospital — 1 to 3. 
A. P. C. AsHuurst — Episcopal Hospital — g to 1. 
L. H. MutscuLter — Episcopal Hospital — 2 to 4. 
NATHANIEL GINSBURG — Jewish Hospital — 9 to 12. 
Wit.iam H. TELLER — Jewish Hospital — 2 to 5. 
A. C. Woop — Howard Hospital — 9. 
J. M. Batpwin — Methodist Episcopal Hospital — 11. 
SamMuEL McC rarey, III — Oncologic Hospital — 2 to 4. 


Wednesday 

Epwarp MartTINn — University Hospital — 9 to 12. 
E. L. Etrason — University Hospital — 1 to 2. 
W. P. Hearn — Philadelphia General Hospital — 9. 
CHARLES Hirscu — Mt. Sinai Hospital — 10 to 12. 
A. P. C. AsHuurst — Episcopal Hospital — 9g to 1. 
NATHANIEL GINSBURG — Jewish Hospital — g to 12. 
M. BEHREND — Jewish Hospital — 2 to 5. 
W. B. Van LENNEP and H. L. Nortarop — Hahnemann 

Hospital — 2:30. 
FRANCES SPRAGUE — Woman’s Hospital — 3. 
Levi J. HamMmonp — Methodist Episcopal Hospital — 1. 
Wit.iam A. STEEL — Samaritan Hospital — 9 to 11. 
Joun A. BocEer — Stetson Hospital — 10. 
Joun B. DEAVER — German Hospital — 12. 


Thursday 
T. Turner THomas — Philadelphia General Hospital — 
tort. 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
Joun B. DEAvER — German Hospital — 12. 
A. D. Wuit1nc — German Hospital — 10. 
GrorcE G. Ross — German Hospital — 9. 
J. M. Batpwin — Methodist Episcopal Hospital — 11. 


H.R 
H.R 
5. 


Cuar_es H, FRAZIER — University Hospital — 9 to 12. 
G. P. MuELLER — University Hospital — 1 to 2. 

E. G. ALEXANDER — Episcopal Hospital — 11 to 1. 
Harry C, DEAVER — Episcopal Hospital — 1 to s. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
NATHANIEL GINSBURG — Mt. Sinai Hospital — 2 to 4. 
M. M. FRANKLIN — Jewish Hospital — 9 to 12. 
WIL.1AM H. TELLER — Jewish Hospital — 2 to 5. 

W. B. Van LENNEP — Hahnemann Hospital — 11. 

A. C. Woop — Howard Hospital — 9. 


Friday 

Joun B. DEAVER — University Hospital — 10 to 12. 

Damon B. PFEIFFER — University Hospital — 1 to 2. 

Levi J. HAmMMonD — Methodist Episcopal Hospital — 1. 

A. P. C. Asnaurst — Episcopal Hospital — 9 to 1. 

Max STALLER — Mt. Sinai Hospital — 9 to 12. 

LEON BRINKMAN — Mt. Sinai Hospital — 2 to 4. 

W. Wayne Bascock — Samaritan Hospital — 9 to 12. 

NATHANIEL GinsBpurG and M. M. FRANKLIN — Jewish 
Hospital — g to 12. 

H. TELLER and M. BEeHREND — Jewish Hos- 
pital — 2 to 5. 

Kate W. BaLtpwin — Woman’s Hospital — 3. 

H. L. Norturop and G. A. VAN LENNEP — Hahnemann 
Hospital — 2:30. 

GeEorGE G. Ross — Stetson Hospital — ro. 

SAMUEL McC rarey, III — Oncologic Hospital — 2 to 4. 


Saturday 


W. Wayne Bascockx — Samaritan Hospital — 9 to 12. 
Joun B. DEAVER — German Hospital — 12. 

Levi J. HammMonp — Methodist Episcopal Hospital — r. 
Tuomas R. NE1tson — Episcopal Hospital — 11 to 3. 


Days and Hours to be Announced 


Leon BrinKMAN — St. Agnes’ Hospital. 

J. Cuatmers DaCosta — Jefferson Hospital. 

Harry C. DEAveER — Women’s College and Kensington 
Hospitals. 

GerorGE M. Dorrance — St. Agnes’ Hospital. 

M. M. FRANKLIN — St. Joseph’s Hospital. 

Joun GispBon — Jefferson Hospital. 

Epwarp B. Hopce — Presbyterian Hospital. 

Joun F. X. Jones — St. Joseph’s Hospital. 

J. H. Jopson — Presbyterian and Polyclinic Hospitals. 

James A. Ketty — St. Joseph’s Hospital. 

Ernest LAPLACE — Medico-Chirurgical Hospital. 

G. P. MuELLER — St. Agnes’ Hospital. 

Cares Nassau — St. Joseph’s Hospital. 

Francis T, STEwART — Jefferson Hospital. 

J. Taytor — St. Agnes’ Hospital. 

H. R. Warton — Presbyterian Hospital. 


GYNECOLOGY AND OBSTETRICS 


Monday 
Tueo A. Erck — Gynecean Hospital — 10 to 1. 
Barton Cooke Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 


E. E. MontcomMery — Jefferson Hospital — 11 to 1. 
C. B. LONGNECKER — Oncologic Hospital — 3. 

F. C. Hammonp — Samaritan Hospital — 12 to 1. 
Joun M. FisHer — St. Agnes’ Hospital — 9 to 11. 
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STEPHEN FE. Tracy — Stetson Hospital — 9:30. 

D. Cuttin — West Philadelphia General Homeo- 
pathic Hospital — 10. 

Lma STEWART CoGILL — Woman’s Hospital — 9. 

Saran H. Lockrey — Woman’s Hospital — ro. 

Joun G. Crark and staff—University Hospital—g 
to 12. 

Tuesday 


GrorGE W. OUTERBRIDGE — Gynecean Hospital. 
Brooke M. AnspacH — Gynecean Hospital. 
D. B. James and N. F. LANE — Hahnemann Hospital — 


2:30. 

Epwarp P. Davis — Jefferson Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 1 to 2. 

WitiiamM E. PARKE — Kensington Hospital — 11. 

W. R. Nicuotson — Methodist Episcopal Hospital — 9. 

Ricuarp C. Norris — Methodist Episcopal Hospital — 1. 

Joun H. Grrvin and Georce E. SHOEMAKER — Presby- 
terian Hospital — 12. 

Witmer KruseN — Samaritan Hospital —12to1. 

Joun A. McGitnn — St. Agnes’ Hospital — 11. 

P. BRooKE BLAND — St. Joseph’s Hospital. 

Brooke M. Anspacu — Stetson Hospital — 9. 

Barton CookE Hirst — University Hospital — 9. 

SaraH H. Lockrey — West Philadelphia Hospital for 
Women — 11 tor. 

W. — Woman’s Hospital — 9. 

Marte K,. Formap — Woman’s Hospital — 10. 


Wednesday 


Tueo A. Erck — Gynecean Hospital — 10 to r. 

Barton Cooke Hirst and JoHn Cooke Hirst — How- 
ard Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 11 to 1. 

E. P. Davis — Philadelphia General Hospital — 2 to 4. 

J. C. APPLEGATE — Samaritan Hospital — 11 to 12. 

F. C. HamMonp — Samaritan Hospital —12to1. 

Joun A. McGuinn — St. Agnes’ Hospital — 11. 

P, BROOKE BLAND — St. Joseph’s Hospital. 

Brooke M. AnspacH — University Hospital—g to 

CAROLINE M. PuRNELL — Woman’s Hospital — ro. 


Thursday 


GEORGE W. OuTERBRIDGE — Gynecean Hospital. 

Brooke M. AnspacH — Gynecean Hospital. 

D. B. James and N. F. Lane — Hahnemann Hospital — 
2:30. 

JouN M. FisHER — Jefferson Hospital — 12 to 1. 

W. R. Nicnorson — Methodist Episcopal Hospital — 9. 

Ricuarp C. Norris — Methodist Episcopal Hospital — 1. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

J. M. Fisuer — Philadelphia General Hospital — 2 to 4. 

Joun H. Grrvin and Georce E. SHOEMAKER — Presby- 
terian Hospital — 12. 

WILMER KrusEN — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital. 

P. Brooke BLanp — St. Joseph’s Hospital. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

Joun G. C ark and staff — University Hospital—o. 

Wituram D. Cuttin — West Philadelphia General Home- 
opathic Hospital — 10. 

Saran H. Lockrey — West Philadelphia Hospital 
for Women — 11 to 1. 

Mary T. MILter — Woman’s Hospital — 9. 

Sarau 4. LockrEy — Woman’s Hospital — 10. 


Friday 
Tueo A. Erck — Gynecean Hospital — ro to 1. 
Barton Cooke Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 
Witiiam E. PARKE — Kensington Hospital — 11. 
IF. C. HammMonp — Samaritan Hospital — 12 to 1. 
Joun A. McGuinn — St. Vincent’s Hospital. 
M. Louise Diez — Woman’s Hospital — 9. 
CATHERINE MACFARLANE — Woman’s Hospital — 10. 


Saturday 
P. Brooke BLanp — Jefferson Hospital — 11 to 1. 
Barton Cooke Hirst — University Hospital — 9. 
Joun G. Crarx and staff — University Hospital—o to 12. 
WILMER KruseN — Samaritan Hospital — 12 to 1. 


Days to be announced 


Grorce M. Bovp — Medico-Chirurgical and Philadelphia 
Lying-In Charity Hospitals. 


ORTHOPEDIC SURGERY 


Monday 
and staff — Methodist Episcopal Hospital — 4 


A. B. in — Episcopal Hospital — 2 to 5. 


Tuesday 
. M. Frankxi1n—Philadelphia General Hospital—11 to 1. 
. T. Rucu and staff — Methodist Episcopal Hospital — 4 
to 5 
is : and staff — Jefferson Hospital — 11 to 1. 
. J. TAYior and staff — Orthopedic Hospital — 11 to 1. 
R 


Mann — Medico-Chirurgical Hospital — 2 to 3. 
ARRY Hupson and staff — Samaritan Hospital — 2 to 4. 
. G. Davis and staff — University Hospital — 2 to 3. 


Wednesday 
G. G. Davis and staff — University Hospital — 2 to 4. 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
A. B. Gitt — Episcopal Hospital — 9 to 12. 


Thursday 
H. A. Witson and staff — Jefferson Hospital — 11 to 1. 
G. G. Davis and staff — Orthopedic Hospital — 11 to 1. 
J. P. MANN — Medico-Chirurgical Hospital — 1 to 3. 
J. K. Younc and staff — Polyclinic Hospital — 2 to 5. 
G. G. Davis and staff — University Hospital — 2 to 3. 


Friday 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
G. G. Davis — Widener School — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 
J. K. Younc — Philadelphia General Hospital — 2 to 4. 
. T. RucH — Philadelphia General Hospital — 11 to 1. 
Duptey J. Morton — Hahnemann Hospital — 11. 


Saturday 
A. P. C. and staff — Orthopedic Hospital — 


tort. 
H. A. Witson and staff — Jefferson Hospital — 11 to 1. 
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ROENTGENOLOGY 
Monday SIDNEY FELDSTEIN — Jewish Hospital — 3 to 4. Tuber- 


SmpNEY FELDSTEIN — Jewish Hospital — 3 to 4. Obscure 
and interesting fractures. 

W.S. Newcomet— Presbyterian Hospital— 2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

GrEorGE E. PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgentherapy in the treatment of 
deep-seated malignant disease. 

A. G. MILLter — German Hospital — 11 to 1. 


Tuesday 

Davin R. Bowen — Pennsylvania Hospital—1 to 2. 
Fractures. 

FrEDERICK C. Hutton — 1438 N. 15th St—1o to 12. 
Organic lesions of the stomach and duodenum. 

W. F. Mances — Jefferson Hospital— 2 to 3. Pyelos- 
copy and pyelography. 

W.S. Newcomet— Presbyterian Hospital—2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

A. G. MiLLer — German Hospital — 11 to 1. 

GrorGE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gastric and 
duodenal lesions. Lantern slide demonstration. 


Wednesday 

W. F. ManceEs — Jefferson Hospital — 2 to 3. Fluoros- 
copy of the gastro-intestinal tract. 

A. G. MILLER — German Hospital — 11 to 1. 

W.S. Nrewcomet — Presbyterian Hospital — 2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gall-stones. 

Davip R. Bowen — Pennsylvania Hospital—1 to 2. 
Bone and joint diseases. 

M. K. Fisuer—Stetson Hospital — Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — g. 


Thursday 


Davin R. Bowen — Pennsylvania Hospital—1 to 2. 
Surgical diseases of the thorax. 


culosis of the lungs. 

FREDERICK C. Hutton — St. Mary’s Hospital — 3 to 5. 
Intestinal pathology. 

A. G. MILLER — German Hospital — 11 to 1. 

W. F. Mancres — Office — 2 to 3. Brain tumor and 
intracranial lesion. 

W. S. Newcomet — Presbyterian Hospital—2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Friday 


Davin R. Bowen — Pennsylvania Hospital —12 to 1. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W. F. Mances — Office — 2 to3. Roentgen examination 
of teeth as an aid to surgical diagnosis. 

W. S. Newcomet — Presbyterian Hospital—2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

A. G. MILLer — German Hospital — 11 to 1. 

GrorGE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Electro-coagulation in the treatment of 
malignant disease. 

M. K. FisHer—Stetson Hospital—Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — 9. 


Saturday 

A. G. MILLer — German Hospital — 11 to 1. 

Davin R. Bowen — Pennsylvania Hospital—12 to 1. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W.S. Newcomet — Presbyterian Hospital—2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Days to be Announced 

Henry K. Pancoast — University Hospital—g to 10, 
Radium therapy; 3 to 4, Gastro-intestinal tract. 

W. S. Newcomet — Oncologic Hospital. Deep roent- 

gen therapy and radium therapy in advanced cancer 
cases. 


GENITO-URINARY SURGERY 


L. T. ASHcrart — Hahnemann Hospital — Tuesday, 11. 
H. M. CuristrAn — Medico-Chirurgical Hospital. 

H. R. Lovux and staff — Jefferson Hospital. 

T. R. NEtLson — University Hospital. 

L. T. AsHcrart — Women’s Homeopathic Hospital. 


E. H. Strer — Philadelphia General Hospital. 

E. H. Srrer and staff — University Hospital. 

. A. THomas — Polyclinic Hospital. 

. A. UHLE and WiLiiAM MACKINNEY — German Hos- 
pital — Monday and Friday, 4 to 5:30. 


LABORATORY DEMONSTRATIONS 


Damon B. PFetrreR — German Hospital— Monday and 
Friday, 3. 

Vincent Lyon—German Hospital—M onday and Friday,2. 

Drs. SAPPINGTON, ELLiotr, Betts and NAGEL — Hahne- 
mann Hospital — Wednesday and Friday, 9. 

J. E. Sweet — Oncologic Hospital — Wednesday, 2. 
Tumor growth influenced by diet. 


C. B. LoNGNECKER — Oncologic Hospital — Monday and 
Thursday, 4:30. Demonstration of photographic, 
photo-micrographic and color work, with special 
reference to hospital photography. 

G. J. Saxon — Oncologic Hospital— Wednesday and 
Friday, 2. Laboratory technique, especially new de- 
velopments in the Abderhalden reaction. 
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SURGERY OF THE EYE 


Monday 
Witi1AM CAMPBELL Posty — Howard Hospital — 2. 
S. LEwis ZIEGLER — Wills Eye Hospital — 2. 
SAMUEL D. RiIstEY — Wills Eye Hospital — 2. 
McC .uney — Wills Eye Hospital — 2. 
Wiuiam M. Sweet — Wills Eye Hospital — 3. 
Paut Pontius — Wills Eye Hospital — 2. 
L. PETER — Polyclinic Hospital — 1. 
WILLIAM T. SHOEMAKER — German Hospital — 1. 
Pau Pontius — St. Joseph’s Hospital — 3:30. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Louis Love — St. Mary’s Hospital — 3. 
Aaron Brav — Jewish Hospital — 3. 
E. D. Funx — Jefferson Hospital — 2. 


Tuesday 


E. D. Funx — Jefferson Hospital — 2. 

WiiiiamM T. SHOEMAKER — Pennsylvania Hospital — 2. 

GerorGE S. CrAmMPpTON — Pennsylvania Hospital — 2. 

Puitre H. Moore — Methodist Episcopal Hospital — 4. 

Writuiam W. SPEAKMAN — Hahnemann Hospital — 2. 

Wriitram CAMPBELL PosEy — Wills Eye Hospital — 2. 

P. N. K. Scowenk — Wills Eye Hospital — 1:30. 

WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 

T. B. Hottoway — Polyclinic Hospital — r. 

Mary BucHanan — Woman’s Hospital — 2. 

G. Oram Rinc — Episcopal Hospital — 2. 

WENDELL REBER — Samaritan Hospital — 4 to 5. 

Aaron Brav — Lebanon Hospital — 2. 

H. F. Hansett — Philadelphia General Hospital — 2 to 3. 

McCiuneEy RapcuirFeE and J. M. Griscom — Presby- 
terian Hospital — 2. 

C. P. FRANKLIN — Stetson Hospital — 1. 

G. E. pe Scuwernirz and J. T. CARPENTER — University 
Hospital — 3. ; 

G. E. pE ScHwEInitTz — University Hospital — 5. 


Wednesday 


Witrtam T. SHOEMAKER — German Hospital — 1. 

Cartes W. LEFEvEr and S. J. GirrteLson — Mt. Sinai 
Hospital — 3. 

E. D. Funk — Jefferson Hospital — 2. 

L. WEBSTER Fox — Medico-Chirurgical Hospital — 1. 

S. Lewis ZIEGLER — Wills Eye Hospital — 2. 

SAMUEL D. RistEY — Wills Eye Hospital — 2. 

McCtiuney RapcuiFrre — Wills Eye Hospital — 3. 

Wittram M. Sweet — Wills Eye Hospital — 2. 

Paut Pontius — Wills Eye Hospital — 2. 

WENDELL REBER — Polyclinic Hospital — 1. 

Witiiam T. SHOEMAKER — German Hospital — 1. 

Cuar.es J. Jones — St. Joseph’s Hospital — 3. 

Mrreram M. Butt — Woman’s Hospital — 2. 

H. G. GotpBEerGc — Episcopal Hospital — 2. 

Louis Love — St. Mary’s Hospital — 3. 


J. C. Knipe — Jewish Hospital — 2. 

Joun W. Croskey — Philadelphia General Hospital — 2. 

E. A. Saumway — Philadelphia General Hospital — 3. 

T. B. HoLttoway, H. M. LANGpon and CARL WILLIAMS 
— University Hospital — 5. 


Thursday 
Parrre H. Moore — Methodist Episcopal Hospital — 4. 
J. A. KEARNEY — St. Agnes’ Hospital — 3. 
J. C. Knipe — Jefferson Hospital — 3. 
E. D. Funx — Jefferson Hospital — 2. 
WittraAm T. SHOEMAKER — Pennsylvania Hospital — 2. 
GrorGE S. CRAMPTON — Pennsylvania Hospital — 2. 
Witi1AM CAMPBELL Posey — Wills Eye Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
C. P. FRANKLIN — Stetson Hospital — 1. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 
L. AppLEMAN — Polyclinic Hospital — 1. 
Mary BucHanan — Woman’s Hospital — 2. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Aaron Brav — Lebanon Hospital — 2. 
James THORINGTON and J. M. Griscom — Presbyterian 


Hospital — 2. 

G. E. pE ScHwEINitz and E. A. Saumway — University 
Hospital — 3. 

H. F. Hansett — Philadelphia General Hospital — 2 to 3 


Friday 

H.F.HANseELL and M. Sweet — Jefferson 
Hospital — 2:45. 

S. Lewis ZIEGLER — Wills Eye Hospital — 2. 

SAMUEL D. RisLEy — Wills Eye Hospital — 2. 

McCiuney RapciirFre — Wills Eye Hospital — 2. 

Pau Pontius — Wills Eye Hospital — 2. 

E. A. patna” and H. M. Lancpon — Children’s Hos- 
pital — 2. 


_ WENDELL REBER — Polyclinic Hospital — 1. 


L. Peter — Polyclinic Hospital — 5. 

Wit1am T. SHOEMAKER — German Hospital — 1. 
Cartes J. Jones — St. Joseph’s Hospital — 3. 
G. Oram Rinc — Episcopal Hospital — 2. 

Louis Love — St. Mary’s Hospital — 3. 

E. D. Funx — Jefferson Hospital — 2. 

Aaron Brav — Jewish Hospital — 3. 


Saturday 


E. D. Funx — Jefferson Hospital — 2. 

Witt1am T. SHOEMAKER — Pennsylvania Hospital — 2 
GeorcE S. Crampton — Pennsylvania Hospital — 2. 
P. N. K. Schwenk — Wills Eye Hospital — 1:30. 
WitiiAM ZENTMAYER — Wills Eye Hospital — 2. 

H. G. GotpBerc — Episcopal Hospital — 2. 

Aaron Brav — Lebanon Hospital — 2. 

CAMPBELL Posty — Wills Eye Hospital — 2. 


SURGERY OF THE EAR, NOSE, AND THROAT 


Monday 


CHartes P. Grayson — University Hospital — 2. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
I. Jones — Philadelphia General Hospital — 2. 
MARGARET BUTLER — Woman’s Hospital — 2. 
Curtis Eves — Episcopal Hospital — 2. 

Carte LEE Fert — Stetson Hospital — 1. 


Tuesday 
F. R. Packarp — Pennsylvania Hospital — 2. 
D. B. KyLe — Jefferson Hospital — 12. 
and James A. German Hos- 
pital — 1:30. 
I.G.SHattcross and H. S. WEAVER — Hahnemann 
Hospital — 2:30. 
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R. SKILLERN — Medico-Chirurgical Hospital — 2. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

CHARLES C. BIEDERT — Episcopal Hospital — 2. 

Laura E. Hunt — Woman’s Hospital — 2. 

WALTER RoBeERTS — Methodist Episcopal Hospital — 3. 


Wednesday 

WatteR RosBerts — Polyclinic Hospital — 2, 

RapH BuTLER — Polyclinic Hospital — 3. 

R. — Medico-Chirurgical Hospital — 2. 

Carte LEE Fett — Stetson Hospital — 1. 

I. G. SHALLCRoss and H. S. WeAvER — Hahnemann 
Hospital — 2:30. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

Curtis Eves — Episcopal Hospital — 3. 

Henry C. Orr — Oncologic Hospital — 2. 


Thursday 
I.G.SHattcross and H. S. WEAvER — Hahnemann 
Hospital — 2:30. 


GrorcE M. Coates — Polyclinic Hospital — 1. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. ; 

Cartes C. Brepert — Episcopal Hospital — 2. 

Wa ter Roserts — Methodist Episcopal Hospital — 3. 

Friday 

Sera MacCvuen — Jefferson Hospital — 1:30. 

GrorcEe M. Coates — Pennsylvania Hospital — 1. 

I.G. SHattcross and H. S. WEaver — Hahnemann 
Hospital — 2:30. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

GILBERT J. PALEN — Hahnemann Hospital. 

CHARLES C. BIEDERT — Episcopal Hospital — 2. 

MarGArRET WARLOW — Woman’s Hospital — 2. 


Days to be announced 
ArtHUR WaTSON — Polyclinic Hospital. 
G. Hupson MakvuEn — Polyclinic Hospital. 
ALEXANDER RANDALL — University Hospital. 
Cartes Grayson — Medico-Chirurgical Hospital. 


PRELIMINARY PROGRAM OF EVENING SESSIONS 


GENERAL SurGICAL Division—In the Ball Room of the Bellevue-Stratford at 8 p.m. 
Presidential Meeting, Monday, October 23 


Address of Welcome: RoBert G. LEConrteE, M.D., Philadelphia, Chairman of Committee on Arrangements. 
CuarteEs H. Mayo, M.D., Rochester, Minn.: Address of retiring president. 
Inauguration of President Frep BATEs Lunn, M.D., Boston; and Vice-Presidents JASPER HALPENNY, M.D., 
Winnipeg, and S. M. D. Crarx, M.D., New Orleans. 
Presidential address by FRED BATES LunD, M.D., Boston: The Indications of Cholecystectomy. 
J. M. T. Fryvey, M.D., Baltimore: Drainage of the Gall Bladder. 
Cuartes H. Mayo, M.D., Rochester, Minn.: Cholecystostomy vs. Cholecystectomy. 
Discussion: J. C. DaCosta, M.D., Philadelphia, and Joun B. DEAvER, M.D., Philadelphia. 


Tuesday, October 24 


Dean Lewis, M.D., Chicago: Fat and Fascia Transplantation. 
Discussion: FRANcis T. STEWART, M.D., Philadelphia. 
C. A. Porter, M.D., Boston: Surgery of the Peripheral Nerves. 
Discussion: CHARLES H. Frazier, M.D., Philadelphia, and Joun H. Gipson, M.D., Philadelphia. 


Wednesday, October 25 


J. BENTLEY Squier, M.D., New York City: Kidney Surgery. 
Witiiam. F. Braascu, M.D., Rochester, Minn.: Recent Methods in Kidney Diagnosis. 
BrANsForD Lewis, M.D., St. Louis: Diagnosis of Ureter Diseases with Their Surgery. 
J. T. Geracuty, M.D., Baltimore: Diseases of the Bladder. 
Epwin Beer, M.D., New York City: Treatment of Neoplasms by the High-Frequency Current or Ful- 
guration. 
Discussion: EpwARD Martin, M.D., Philadelphia. 
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Thursday, October 26 


Tuomas S. Cutten, M.B., Baltimore: Methods of Draining Where Pelvic Infections Exist. 


J. Wittrams, M.D., Baltimore: The Abuse of Cesarean Section. 
Discussion: Epwarp P. Davis, M.D., Philadelphia. 
GEorGE G. WarD, Jr., M.D., New York City: Treatment of Inaccessible Vesico-vaginal Fistulz. 
Discussion: Joun G. CLark, M.D., Philadelphia. 
C. Jerr MILter, M.D., New Orleans: Surgical Treatment of Puerperal Pyzemia. 
Discussion: BArton C. Hirst, M.D., Philadelphia. 
Tuomas J. Watkins, M.D., Chicago: Cystocele and Prolapse. 
Discussion: Brooke M. Anspacu, M.D., Philadelphia. 


Friday, October 27 


Witty Meer, M.D., New York City: Cancer of the Breast. 
Witi1aM J. Mayo, M.D., Rochester, Minn: Cancer of the Stomach. 
Discussion: FREDERICK W. ParHAm, M.D., New Orleans. 


GrorGE E. ARMSTRONG, M.D., Montreal, Canada: Cancer of the Large Bowel. 
Discussion: McGuire, M.D., Richmond, and E. Wytiys ANpRreEws, M.D., Chicago. 


Howarp A. Ketty, M.D., Baltimore: Treatment of Cancer by Radium. 


James T. Case, M.D., Battle Creek, Mich.: Treatment of Cancer by X-ray. 
Discussion: GEORGE E. PFAHLER, M.D., Philadelphia. 


Public Meeting, Friday, October 27, in Witherspoon Hall at 8 p.m. 


Under combined auspices of the Philadelphia County Medical Society, the Department of Public 
Health and Charities, and the Clinical Congress of Surgeons of North America. 
Weston A. Price, M.D., Cleveland: Care of the Teeth. (Illustrated by lantern and cinematograph.) 
Joseru C. Bloodgood, M.D., Baltimore: Diagnosis of Cancer. 


Rosert W. Lovett, M.D., Boston: Description and Illustration of Curable Deformities and the Importance 
of Their Proper Treatment. 
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THE CLINICAL CONGRESS OF 


WO hundred surgeons who wished to attend 

the Boston meeting last October were dis- 

appointed because their registrations were 
received too late, the limit of attendance having 
been reached several weeks in advance of the 
meeting. Therefore those surgeons who wish to 
attend the Philadelphia meeting, but who have 
not sent in their registrations, should make ap- 
plication immediately to the Secretary-General, 
Dr. Franklin H. Martin, 30 N. Michigan Ave., 
Chicago, Illinois. When the required number of 
registrations has been received no further appli- 
cations can be accepted. 

A careful survey of the operating amphi- 
theatres, lecture rooms, and laboratories of the 
several medical schools and hospitals in Phila- 
delphia, as to their capacity for accommodating 
visiting surgeons, has been made and the limit 
of attendance based upon this survey. The 
popularity of these clinical meetings has become 
so great that the plan of limiting the attendance 
and requiring advance registration was decided 
upon to prevent overcrowding. This plan as- 
sures accommodations at the clinics for all who 
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JosEpH McFARLAND 
E. E. MONTGOMERY 


Martin E. REHFUuSS 
GEORGE E. DE SCHWEINITZ 
Norris J. E. Sweet 

WILLIAM J. TAYLOR 


SURGEONS IN PHILADELPHIA 


hold membership cards and has worked satis- 
factorily at the two previous meetings, in London 
in 1914 and in Boston in rors. 


MEMBERSHIP—REGISTRATION FEE 

The Constitution of the Congress provides 
that all subscribers to the official journal, Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, are mem- 
bers of the Congress and that such other legally 
qualified practitioners as are in good standing in 
their own communities may become members upon 
registering at an annual meeting. A registration 
fee is required of each member attending an an- 
nual meeting, there being no annual dues for 
members of the Congress. The registration fees 
provide funds to meet the expense of preparing 
for and conducting the annual meetings so that 
no financial burden is imposed upon members 
of the profession in the city entertaining the 
Congress. 

THE CLINICAL PROGRAM 

The schedule of clinics and demonstrations to 
be given by the clinicians of Philadelphia during 
the week of October 23d as published in these 
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pages is a tentative one and is to be amplified and 
corrected from month to month as the work of 
the Committee on Arrangements progresses, 
so that the final program will properly represent 
the clinical work of the Philadelphia surgeons. 
The Committee on Arrangements has planned for 
a complete showing of Philadelphia’s clinical 
facilities in every department of surgery, in- 
cluding gynecology, obstetrics, genito-urinary 
surgery, orthopedics, surgery of the eye, ear, 
nose, and throat, together with many demonstra- 
tions on borderline subjects. 


HEADQUARTERS 


Headquarters will be established at the Belle- 
vue-Stratford where the Ball Room, Clover 
Room, Red Room, Green Room, and adjacent 
foyers and smaller rooms have been reserved 
for the use of the Congress. These rooms are 
located on the second floor of the hotel and 
provide ample space for registration rooms and 
ticket bureau, bulletin boards, etc., the Ball 
Room being used for the evening meetings. 

Headquarters will be open on the afternoon of 
Saturday, October 21st, and on Sunday, the 22d, 


for the registration of members. The program 
of clinics and demonstrations for Monday will be 
bulletined on Saturday afternoon, and on each 
afternoon, beginning on Monday, the complete 
program for the next day’s clinics will be posted 
on bulletin boards in headquarters. A printed 
program will be issued each morning and special 
tickets for all clinics and demonstrations will be 
issued to members at 8 a.m. each day. 


SPECIAL TICKETS 


The use of special tickets at previous sessions 
has fully demonstrated the efficacy of this method 
of providing for the distribution of members 
among the various clinics. To prevent over- 
crowding, tickets for any clinic or demonstration 
are limited in number to the actual capacity of 
the room in which the clinic or demonstration is 
to be given. These special tickets will be issued 
at 8 o’clock each morning for the clinics and 
demonstrations to be held that day, a complete 
clinical schedule having been posted on the 
bulletin board on the afternoon of the preceding 
day, and a printed schedule of the clinics dis- 
tributed early each morning. 


PRELIMINARY CLINICAL PROGRAM 


GENERAL SURGERY 


Monday 

Cuartes H. FrAztER — University Hospital — 9 to 12. 
T. TurNER THomaAs — University Hospital — 3 to 4. 
GrorGE G. Ross — German Hospital — o. 
A. D. Wuitinc — German Hospital — 10. 
Jonn B. DEAvER — German Hospital — 12. 
E. G. ALEXANDER — Episcopal Hospital — 11 to 1. 
Harry C. DEAVER — Episcopal Hospital — 1 to 5. 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
M. Benrenpd — Jewish Hospital — 2 to 5. 
Kate W. BAtpwin — Woman’s Hospital — 3. 
Levi J. Hammonp — Methodist Episcopal Hospital — 1. 
W. O. HerMANCE — Polyclinic Hospital — 10. 
Morris Bootn MILLER — Polyclinic Hospital — 11 to 1. 
Lewis H. ADLER — Polyclinic Hospital — 2 to 3. 
Joun B. Roperts — Polyclinic Hospital — 4 to 5. 
Francis T, SreEwARtT — Jefferson Hospital — 4. 
MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 
W. Hersuey THomas — Medico-Chirurgical Hospital — 9 

to 12. 
Joun A. Bocer — St. Mary’s Hospital — 10 to 12. 


Tuesday 


H. R. Owen — Philadelphia General Hospital — 11. 
H. R. Loux — Philadelphia General Hospital — 2 to 4. 
J. B. Carnett — University Hospital — 9 to to. 

A. C. Woop — University Hospital — 10:30 to 12. 


W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
Lreon BRINKMAN — Mt. Sinai Hospital — 1 to 3. 

A. P. C. Asuuurst — Episcopal Hospital — 9 to 1. 

L. H. MutscH_er — Episcopal Hospital — 2 to 4. 
NATHANIEL GINSBURG — Jewish Hospital — 9 to 12. 
WituiAM H. TELLER — Jewish Hospital — 2 to 5. 

J. M. Batpwin — Methodist Episcopal Hospital — 11. 
SAMUEL McCrarey, III — Oncologic Hospital — 2 to 4. 
CHARLES FrAz1ER — University Hospital — to 12. 
G. P. MUELLER — University Hospital — 1 to 2. 

IE. G. ALEXANDER — Episcopal Hospital — 11 to 1. 
Harry C. DEAVER — Episcopal Hospital — 1 to 5. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
NATHANIEL GINSBURG — ML. Sinai Hospital — 2 to 4. 
M. M. FRANKLIN — Jewish Hospital — 9 to 12. 
WiuiaM H. TELLER — Jewish Hospital — 2 to 5. 

W. B. VAN LENNEP — Hahnemann Hospital — 11. 
JouN SPEESE — Polyclinic Hospital — 9 to 11. 

Joun H. Jopson — Polyclinic Hospital — 11 to 1. 

Joun H. Gipson — Jefferson Hospital — 11. 

James A. KELty — St. Joseph’s Hospital — 12 to 2. 

J. F. X. Jones — St. Joseph’s Hospital — 2 to 4. 

A. C. Woop — Howard Hospital — 10 to 11:30. 

E. L. ELrason — Howard Hospital — 11:30 to 12:30. 
Ernest LAPLACE — Medico-Chirurgical Hospital — 9 to 


12. 
JosepH H. Ross — St. Mary’s Hospital — 10 to 12. 
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Wednesday 

Epwarp MartTIN — University Hospital — 9 to 12. 
E, L. Ext1ason — University Hospital — 1 to 2. 
W. P. Hearn — Philadelphia General Hospital — 9. 
Cares Hirscu — Mt. Sinai Hospital — 10 to 12. 
A. P. C. AsHuurst — Episcopal Hospital — g to 1. 
NATHANIEL GinspuRG — Jewish Hospital — 9g to 12. 
M. BEHREND — Jewish Hospital — 2 to 5s. 
W. B. Van Lennep and H. L. Norturor — Hahnemann 

Hospital — 2:30. 
FRANCES SPRAGUE — Woman’s Hospital — 3. 
Levi J. Hammonp — Methodist Episcopal Hospital — 1. 
Wixiiam A. STEEL — Samaritan Hospital — 9 to 11. 
Joun A. Bocer — Stetson Hospital — 10. 
Joun B. Deaver — German Hospital — 12. 
GEorGE P. MUELLER — Polyclinic Hospital — 11 to 1. 
J. Cuatmers DaCosta — Jefferson Hospital — 1. 
Cuar.es F. Nassau — St. Joseph’s Hospital — 10 to 12. 
MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 
Ernest LApLace — Medico-Chirurgical Hospital — 9 to 


$2, 
Etitwoop R. Krirsy — St. Mary’s Hospital — 11 to 1. 


Thursday 


T. Turner Tuomas — Philadelphia General Hospital — 
9 to 

W. Wayne Bascock — Samaritan Hospital — g to 12. 

Joun B. DeEaveR — German Hospital — 12. 

A. D. Wuitinc — German Hospital — to. 

GEorcE G. Ross — German Hospital — 9. 

J. M. BaLpwin — Methodist Episcopal Hospital — 11. 

NATHANIEL GINSBURG — Polyclinic Hospital — 9 to 11. 

Joun B. Rosperts — Polyclinic Hospital — rx to 1. 

A. C. Woop — Howard Hospital — 10 to 12. 

Francis T. Stewart — Jefferson Hospital — 11. 

James A. Ketty — St. Joseph’s Hospital — 12 to 2. 

J. F. X. Jones — St. Joseph’s Hospital — 2 to 4. 

James A. KeLty — St. Mary’s Hospital — ro to 12. 


Friday 
Joun B. DEAVER — University Hospital — 10 to 12. 
Damon B. PFEIFFER — University Hospital — 1 to 2. 
Levi J. Hammonp —.Methodist Episcopal Hospital — 1. 
A. P. C. AsHuurst — Episcopal Hospital — 9g to 1. 
Max STALLER — Mt. Sinai Hospital — 9 to 12. 
LEON BrINKMAN — Mt. Sinai Hospital — 2 to 4. 


W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
NATHANIEL GinsBURG and M. M. FRANKLIN — Jewish = 
Hospital — g to 12. iS 
H. TELLER and M. Benrenp — Jewish Hos- 
pital — 2 to 5. 
Kate W. BALDWIN — Woman’s Hospital — 3. 
H. L. Norturop and G. A. VAN LENNEP — Hahnemann 
Hospital — 2:30. 
GEORGE G. Ross — Stetson Hospital — 10. 
SamMuEL McC rarey, II — Oncologic Hospital — 2 to 4. 
James A. KELLY — Polyclinic Hospital — 9 to 11. 
GEORGE P. MUELLER and Morris B. MILLER — Polyclinic 
Hospital — 11 to 1. 
CHARLES Nassau — Jefferson Hospital — 11. 
Ernest LAPLACE — Medico-Chirurgical Hospital — 9 to 


12. 

CuarteEs F, Nassau — St. Joseph’s Hospital — 10 to 12. 

MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 

Joun A. BoGER — St. Mary’s Hospital — 10 to 12. 

Harry C. DEAVER — Woman’s Medical College Hospital 


Saturday 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
Joun B. DEAvER — German Hospital — 12. 
Levi J. HAmmMonp — Methodist Episcopal Hospital — 1. 
Tuomas R. Nettson — Episcopal Hospital — 11 to 3. 
Joun B. Roserts and Joun H. Jorson — Polyclinic 
Hospital — 11 to 1. 
Joun H. Gipson — Jefferson Hospital — 1. 
Joun J. Gitpriwe — Medico-Chirurgical Hospital — 9 to 
12. 


Days and Hours to be Announced 
LEON BrRINKMAN — St. Agnes’ Hospital. 
Harry C. DeAver — Kensington Hospital. 
GeorcE M, Dorrance — St. Agnes’ Hospital. 
Epwarp B. Hopce — Presbyterian Hospital. 
G. P. MuELLer — St. Agnes’ Hospital. 
J. Taytor — St. Agnes’ Hospital. 
H. R. Warton — Presbyterian Hospital. 
Rosert G. LEContE — Pennsylvania Hospital. 
Joun H. Gipson — Pennsylvania Hospital. 
Francis T. Stewart — Pennsylvania Hospital. 
Cuar.es F, — Pennsylvania Hospital. 
Epwarp HopGe — Pennsylvania Hospital. 
Francis O, ALLEN — Pennsylvania Hospital. 
WALTER EstELL LEE — Pennsylvania Hospital. 


GYNECOLOGY AND OBSTETRICS 


Monday 


Tueo A. Erck — Gynecean Hospital — to to 1. 

Barton Cooke Hirst and JoHN Cooke Hirst — How- 
ard Hospital — 11. 

E. E. MontcomEry — Jefferson Hospital — 11. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

F. C. Hammonp — Samaritan Hospital — 12 to 1. 

Joun M. FisHer — St. Agnes’ Hospital — 9 to 11. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

D. Cuttin — West Philadelphia General Homeo- 
pathic Hospital — ro. 

Lmwa Stewart CociILt — Woman’s Hospital — 9. 

SaraH H. Lockrey — Woman’s Hospital — 10. 

Joun G. and staff—University Hospital—g 
to 12. 

P. BRookE BLAND — St. Joseph’s Hospital — 9 to 10. 

F. Hurst Mater — St. Joseph’s Hospital — 10 to 11. 


Tuesday 


GrEorcE W. OuTERBRIDGE — Gynecean Hospital. 
Broke M. Anspacu — Gynecean Hospital. 


D. B. James and N. F. Lane — Hahnemann Hospital — pe 


2:30. 

Fpwarp P. Davis — Jefferson Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 1. 

E. PAarKE — Kensington Hospital — 11. 

W. R. NicHoLtson — Methodist Episcopal Hospital — 9. 

Ricuarp C. Norris— Methodist Episcopal Hospital 

Joun H. Grevin and Georce E. SHOEMAKER — Presby- 
terian Hospital — 12. 

Witmer Krusen — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital — 11. 

Brooke M. Anspacu — Stetson Hospital — 9. 

Barton Cooke Hirst — University Hospital — 9. 
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Saran H. Lockrey — West Philadelphia Hospital for 
Women — 11 tox. 

ELLta W. Grim — Woman’s Hospital — g. 

Marie K. Formap — Woman’s Hospital — ro. 

ELLA B. Evertrr—Woman’s Medical College Hospital—r. 

B. F. Baer — Polyclinic Hospital — 2 to 4. 

P. Brooke BLAND — St. Joseph’s Hospital — 9 to 10. 

F. Hurst Mater — St. Joseph’s Hospital — to to 11. 


Wednesday 


Tueo A. Erck — Gynecean Hospital — 10 to 1. 

Barton Cooxve Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 11. 

E. P. Davis — Philadelphia General Hospital — 2 to 4. 

J. C. APPLEGATE — Samaritan Hospital — 11 to 12. 

F. C. HammMonp — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital — 11. 

Brooke M. ANspACH — University Hospital —g to 12. 

CAROLINE M. PurNELL — Woman’s Hospital — 10. 

P. Brooke BLANp St. Joseph’s Hospital — 9 to ro. 

R. — Polyclinic Hospital — 9 to 11. 


Thursday 


GrorGcE W. OUTERBRIDGE — Gynecean Hospital. 
Brooke M. Anspacu — Gynecean Hospital. 
D. B. James and N. F. Lane — Hahnemann Hospital — 


2:30. 

Joun M. FisHer — Jefferson Hospital — 12. 

W. R. Nicuo.tson — Methodist Episcopal Hospital — 9. 

Ricnuarp C. Norris — Methodist Episcopal Hospital — 1. 

C. B. LoNGNECKER — Oncologic Hospital — 3. 

J. M. Fisner — Philadelphia General Hospital — 2 to 4. 

Joun H. Girvin and GeorcEe E, SHOEMAKER — Presby- 
terian Hospital — 12. 


WILMER KruseNn — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

Joun G. Crark and _ staff — University Hospital—o. 

Wittiam D. CuLin — West Philadelphia General Home- 
opathic Hospital — 10. 

SarAu H. Lockrey — West Philadelphia Hospital 
for Women — 11 to 1. 

Mary T. MiLter — Woman’s Hospital — 9. 

SarAu H. Lockrey — Woman’s Hospital — 10. 

P. BRooKE BLAND — St. Joseph’s Hospital — 9g to ro. 

I’. Hurst Maier — St. Joseph’s Hospital — 1o to 11. 

Eta B. Evertrr — Woman’s Medical College Hospital 


Friday 
THeo A. Erck — Gynecean Hospital — 10 to 1. 
Barton Cooke Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 
E. PArKE — Kensington Hospital — 11. 
F. C. HammMonp — Samaritan Hospital — 12 to 1. 
Joun A. McG.Linn — St. Vincent’s Hospital. 
M. Louise Diez — Woman’s Hospital — 9. 
CATHERINE MACFARLANE — Woman’s Hospital — 10. 


Saturday 
P. Brooke BLanp — Jefferson Hospital — 11. 
Barton Cooke Hirst — University Hospital — 9. 
Joun G. CLarkK and staff — University Hospital—o to 12. 
WILMER Krusen — Samaritan Hospital — 12 to 1. 
WILLIAM R. NicHoLtson — Polyclinic Hospital — 9 to 11. 


Days to be announced 


Georce M. Boyp — Medico-Chirurgical and Philadelphia 
Lying-In Charity Hospitals. 


ORTHOPEDIC SURGERY 


Monday 
J. T. Rucuand staff — Methodist Episcopal Hospital — 4 


to 5. 
A. B. Gitt — Episcopal Hospital — 2 to 5. 
Josepu M. SpeLLissy — St. Joseph’s Hospital — 2 to 4. 


Tuesday 


M. M. Franktin—Philadelphia General Hospital—11 to 1. 

J. T. Rucu and staff — Methodist Episcopal Hospital — 4 
to 5. 

B.A. Witson and staff — Jefferson Hospital — 10. 

W. J. Taytor and staff — Orthopedic Hospital — 11 to 1. 

J. P. Mann — Medico-Chirurgical Hospital — 2 to 3. 

Harry Hupson and staff — Samaritan Hospital — 2 to 4. 

G. G. Davis and staff — University Hospital — 2 to 3. 


Wednesday 


G. G. Davis and staff — University Hospital — 2 to 4. 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
A. B. Gitt — Episcopal Hospital — g to 12. 
Josepu M. SPELLISsy — St. Joseph’s Hospital — 2 to 4. 


Thursday 


H. A. WILSon and staff — Jefferson Hospital — 11. 

G. G. Davis and staff — Orthopedic Hospital — 11 to 1. 
J. P. MAnn — Medico-Chirurgical Hospital — 1 to 3. 

J. K. Youne and staff — Polyclinic Hospital — 2 to 5. 
G. G. Davis and staff — University Hospital — 2 to 3. 


Friday 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
G. G. Davis — Widener School — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 
J. K. Younc — Philadelphia General Hospital — 2 to 4. 
J. T. Rucu — Philadelphia General Hospital — 11 to 1. 
Duptey J. Morton — Hahnemann Hospital — 11. 


Josrern M. Speiiissy — St. Joseph’s Hospital — 2 to 4. 
Saturday 
A. P. C. Asuuurst and staff — Orthopedic Hospital — 
g tort. 


H. A. Witson and staff — Jefferson Hospital — rr. 


ROENTGENOLOGY 


Monday 
SIDNEY FELDSTEIN — Jewish Hospit-1 — 3 to 4. 
and interesting fractures. 
A. G. MILLER — German Hospital — 11 to 1. 


Obscure 


GreorGE E. PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgentherapy in the treatment of 
deep-seated malignant disease. 

W.S. Newcomet — Presbyterian Hospital — 2 to 3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 
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Tuesd ry 

Davip R. Bowen — Pennsylvania Hospital—1 to 2. 

“Fractures. 

Freperick C. Hutton — 1438 N. rsth St —10 to 12. 
Organic lesions of the stomach and duodenum. 

W. F. ManceEs — Jefferson Hospital— 2 to 3. Pyelos- 
copy and pyelography. 

W.S. Newcomet— Presbyterian Hospital —2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

A. G. MILLER — German Hospital — 11 to 1. 

GrorGE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gastric and 
duodenal lesions. Lantern slide demonstration. 


Wednesday 


W. F. MancEs — Jefferson Hospital — 2 to 3. Fluoros- 
copy of the gastro-intestinal tract. 

A. G. MILLER — German Hospital — 11 to 1. 

W.S. Newcomet — Presbyterian Hospital— 2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

GeorcE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gall-stones. 

Davin R. Bowen — Pennsylvania Hospital—1 to 2. 
Bone and joint diseases. 

M. K. FisHer—Stetson Hospital — Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — 9. 


Thursday 


Davip R. Bowen — Pennsylvania Hospital—1 to 2. 
Surgical diseases of the thorax. 

SIDNEY FELDSTEIN — Jewish Hospital — 3 to 4. Tuber- 
culosis of the lungs. 

FreDerick C. Hutton — St. Mary’s Hospital — 3 to 5. 
Intestinal pathology. 

A. G. MILLER — German Hospital — 11 to 1. 


W. F. Mances — Office — 2 to 3. Brain tumor and 
intracranial lesion. 

W.S. Newcomet — Presbyterian Hospital—2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Friday 

Davin R. Bowen — Pennsylvania Hospital—r12 to 1. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W. F. MANGcEs — Office — 2 to3. Roentgen examination 
of teeth as an aid to surgical diagnosis. 

W. S. Newcomet — Presbyterian Hospital—z2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

A. G. MILLER — German Hospital — 11 to 1. 

GrEorGE E. PFAHLER — Medico-Chirurgicai Hospital — 
2:30 to 3:30. Electro-coagulation in the treatment of 
malignant disease. 

M. K. FisHer—Stetson Hospital —Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — 9. 


Saturday 

A. G. MILLER — German Hospital — 11 to 1. 

Davip R. Bowen — Pennsylvania Hospital—12 to 1. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W. S. Newcomet — Presbyterian Hospital—2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Days to be Announced 

Henry K. Pancoast — University Hospital—g to 10, 
Radium therapy; 3 to 4, Gastro-intestinal tract. 

W. S. Newcomet — Oncologic Hospital. Deep roent- 

gen therapy and radium therapy in advanced cancer 
cases. 


GENITO-URINARY SURGERY 


L. T. ASHCRAFT — Hahnemann Hospital — Tuesday, 11. 
H. M. Curist1AN — Medico-Chirurgical Hospital. 
Loux and staff—Jefferson Hospital —Thurs- 


H. 
T. R. NEILson — University Hospital. 
L. T. ASHcraFrt — Women’s Homeopathic Hospital. 


E. H. Srrer — Philadelphia General Hospital. 

E. H. Srrer and staff — University Hospital. 

B. A. Toomas — Polyclinic Hospital—Tuesday and Friday, 
4 to 6. 

A. A. and MAckINNEY — German Hos- 
pital — Monday and Friday, 4 to 5:30. 


LABORATORY DEMONSTRATIONS 


Damon B. PFEIFFER — German Hospital— Monday and 
Friday, 3. 

Vincent Lyon — German Hospital— Monday and Fri- 
day, 2. 

Drs. SAPPINGTON, Betts and Nace, — Hahne- 
mann Hospital — Wednesday and Friday, 9. 

J. E. Sweet — Oncologic Hospital— Wednesday, 2. 
Tumor growth influenced by diet. 

C. B. LoNGNECKER — Oncologic Hospital — Monday and 
Thursday, 4:30. Demonstration of photographic, 
photo-micrographic and color work, with special 
reference to hospital photography. 

G. J. Saxon — Oncologic Hospital— Wednesday and 
Friday, 2. Laboratory technique, especially new de- 
velopments in the Abderhalden reaction. 


Paut A. Lewis, Russett Ricnarpson, and H. S. New- 
COMER — Pennsylvania Hospital — Daily. Demon- 
strations in pathology and bacteriology. 

JeFFERSON MEDICAL COLLEGE — Pathological Museum — 
Daily, 8:30 to 5. 

A. Hewson — Polyclinic Hospital — Thursday, 4. Ex- 
periments with small arm bullets on cadaver. Pre- 
servation of anatomical material. Methods of injec- 
tion of eye by metallic silver. 

B. A. Tuomas — Polyclinic Hospital — Thursday, 2. 
Index of elimination of indigocarmine as a guide to 
kidney sufficiency. 

Jay F. ScHamBerGc — Polyclinic Hospital — Friday, 2 
to 4. Laboratory and clinical aspects of salvarsan 
therapy. 
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SURGERY OF THE EYE 


Monday 
WitirAM CAMPBELL Posey — Howard Hospital — 2. 
S. Lewis ZrEGLER — Wills Eye Hospital — 2. 
SAMUEL D. Ris_tey — Wills Eve Hospital — 2. 
McC iuney Rapciirre — Wills Eye Hospital — 2. 
Witiiam M. Sweet — Wills Eye Hospital — 3. 
Paut Ponttus — Wills Eye Hospital — 2. 
WILLIAM T. SHOEMAKER — German Hospital — 1. 
PauL Pontius — St. Joseph’s Hospital — 3:30. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Louts Love — St. Mary’s Hospital — 3. 
Aaron Brav — Jewish Hospital — 3. 
E. D. Funk — Jefferson Hospital — 2. 4 
Mary BucHanan — Woman’s Medical College Hospital 
Tuesday 
Wititam T. SHOEMAKER — Pennsylvania Hospital — 2. 
GeorGE S. Crampton — Pennsylvania Hospital — 2. 
Puitip H. Moore — Methodist Episcopal Hospital — 4. 
WicuraAmM W. SPEAKMAN — Hahnemann Hospital — 2. 
WiturAM CAMPBELL PosEy — Wills Eye Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 
Mary BucHanan — Woman’s Hospital — 2. 
G. Oram R1nG — Episcopal Hospital — 2. 
WENDELL REBER — Samaritan Hospital — 4 to 5. 
Aaron Brav — Lebanon Hospital — 2. 
H. F. Hansett — Philadelphia General Hospital — 2 to 3. 
McCuuney Rapcuirre and J. M. Griscom — Presby- 
terian Hospital — 2. 
C. P. FRANKLIN — Stetson Hospital — 1. 
G. E. Scuwernitz and J. T. CARPENTER — University 
Hospital — 3. 
G. E. pe ScHWEINITz — University Hospital — 5. 


Wednesday 


WIiLuiAmM T. SHOEMAKER — German Hospital — r. 

Cuartes W. LEFEver and S. J. Girretson — Mt. Sinai 
Hospital — 3. 

L. Wesster Fox — Medico-Chirurgical Hospital — 1. 

S. Lewis ZIEGLER — Wills Eye Hospital — 2. 

SAMUEL D. RIstEY — Wills Eye Hospital — 2. 

McC.iuney RADCLIFFE — Wills Eye Hospital — 3. 

WicuiAM M. Sweet — Wills Eye Hospital — 2. 

PauL Pontius — Wills Eye Hospital — 2. 

WENDELL REBER — Polyclinic Hospital — 1. 

WILLIAM ZENTMAYER — Polyclinic Hospital — 4. 

WitiiAmM T. SHOEMAKER — German Hospital — 1. 

Cuar.es J. Jones — St. Joseph’s Hospital — 3. 

Miriam M. Butt — Woman’s Hospital — 2. 

H. G. GotpBErc — Episcopal Hospital — 2. 


Louis Love — St. Mary’s Hospital — 4. 

J. C. Knrre — Jewish Hospital — 2. 

Joun W. Croskety — Philadelphia General Hospital — 2. 

E. A. Saumway — Philadelphia General Hospital — 3. 

T. B. Hottoway, H. M. LANGpon and Cart WILLIAMS 
— University Hospital — 5. 


Thursday 


Partie H. Moore — Methodist Episcopal Hospital — 4. 

J. A. Kearney — St. Agnes’ Hospital — 3. 

J. C. Knrre — Jefferson Hospital — 3. 

Wituiam T. SHOEMAKER — Pennsylvania Hospital — 2. 

Georce S. CRAMPTON — Pennsylvania Hospital — 2. 

WititAM CAmpBELL Posey — Wills Eye Hospital — 2. 

P. N. K. ScHwENK — Wills Eye Hospital — 1:30. 

C. P. FRANKLIN — Stetson Hospital — 1. 

WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 

Mary BucHanan — Woman’s Hospital — 2. 

FREDERICK Krauss — Episcopal Hospital — 2. 

Aaron Brav — Lebanon Hospital — 2. 

James Tuorincton and J. M. Griscom — Presbyterian 
Hospital — 2. 

G. E. pe Scuwernitz and E. A. Saumway — University 
Hospital — 3. 

H. F. Hanser — Philadelphia General Hospital — 2 to 3 


Friday 
H. F.Hansecrt and M. Sweet — Jefferson 
Hospital — 2:45. 
S. Lewis ZIEGLER — Wills Eye Hospital — 2. 
SaMuEL D. RIsteyY — Wills Eye Hospital — 2. 
McCiuney Rapciirre — Wills Eye Hospital — 2. 
Paut Pontius — Wills Eye Hospital — 2. 
E. A. — and H. M. Lancpon — Children’s Hos- 
pital — 2. 
WENDELL REBER — Polyclinic Hospital — 1. 
WIiLtiam T. SHOEMAKER — German Hospital — 1. 
CHARLES J. JoNES — St. Joseph’s Hospital — 3. 
G. Oram Rtnc — Episcopal Hospital — 2. 
Louts Love — St. Mary’s Hospital — 4. 
Aaron Brav — Jewish Hospital — 3. 


Saturday 


_T. SHOEMAKER — Pennsylvania Hospital — 2. 
GeorceE S. Crampton — Pennsylvania Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 

H. G. Gotpserc — Episcopal Hospital — 2. 

Aaron Brav — Lebanon Hospital — 2. 

CampPBELL Posty — Wills Eye Hospital — 2. 
WILLIAM ZENTMAYER — Polyclinic Hospital — 3 to 4. 


SURGERY OF THE EAR, NOSE, AND THROAT 


Monday 


Cuartes P, Grayson — University Hospital — 2. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
I. Jones — Philadelphia General Hospital — 2. 
MarGaret Butter — Woman's Hospital — 2. 
Curtis Eves — Episcopal Hospital — 2. 

Carte LEE — Stetson Hospital — 1. 

RALPH BuTLER — Polyclinic Hospital — 3 to 5. 


Tuesday 
F. R. Packarp — Pennsylvania Hospital — 2. 
D. B. KyLe — Jefferson Hospital — 12. 
Butter and JAmes A. Bassirr — German Hos- 
pital — 1:30. 
I. G. Suattcross and H. S. Weaver — Hahnemann 
Hospital — 2:30. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 


= 
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Frep W. SmirH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

C. BrepERT — Episcopal Hospital — 2. 

Laura E. Hunt — Woman’s Hospital — 2. 

WALTER RoBerts — Methodist Episcopal Hospital — 3. 

Hupson MAKvEN — Polyclinic Hospital — 2. 

Louis J: Burns and WititAm P. Grapy — St. Mary’s 
Hospital — 3 to s. 


Wednesday 
WALTER RoBERTS — Polyclinic Hospital — 2. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
CarLE LEE FELT — Stetson Hospital — 1. 
I. G. SHALLCRoss and H. S. WeEAverR — Hahnemann 
Hospital — 2:30. 
Frep W. Smita and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 
Curtis Eves — Episcopal Hospital — 3. 
Henry C. Orr — Oncologic Hospital — 2. 
D. BRADEN KyLE — Jefferson Hospital — to. 
GEorGE M. MarsHALL — St. Joseph’s Hospital — 8 to 10. 
MarGarET ButLeER — Woman’s Medical College Hospital 
Thursday 


I.G. SHAttcross and H. S. WEAveER — Hahnemann 
Hospital — 2:30. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 


CuHaRLES C. — Episcopal Hospital — 2. 

WALTER RoBeErts — Methodist Episcopal Hospital — 3. 

LaurA Hunt — Woman’s Medical College Hospital — 3. 

Louis J. Burns and P. Gravy — St. Mary’s 
Hospital — 3 to 5. , 

D. Brapen KyLre — Jefferson Hospital — 12. 

A. W. Watson — Polyclinic Hospital — 2 to 4. 


Friday 
SetH MacCuen Situ — Jefferson Hospital — 1:30. 
GeorcE M. Coates — Pennsylvania Hospital — 1. 
I.G.SHattcross and H. S. WeEaver — Hahnemann 
Hospital — 2:30. 
Frep W. Smitu and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 
GritBert J. PALEN — Hahnemann Hospital. 
Cares C. Brepert — Episcopal Hospital — 2. 
MaArGARET WARLOwW — Woman’s Hospital — 2. 
GrorGE M. MarsHatt — St. Joseph’s Hospital — 8 to 10. 


Saturday 


GrEorGE M. Coates — Polyclinic Hospital — 2 to 3. 
Louris J. Burns and WitiiAM P. Grapy — St. Mary’s 
Hospital — 3 to 5. 


Days to be announced 


ALEXANDER RANDALL — University Hospital. 
Cares P. Grayson — Medico-Chirurgical Hospital. 


PRELIMINARY PROGRAM OF EVENING SESSIONS 


GENERAL SuRGICAL Diviston—In the Ball Room of the Bellevue-Stratford, at 8 p.m. 


Presidential Meeting, Monday, October 23 


Address of Welcome: RoBert G. LEContreE, M.D., Philadelphia, Chairman of Committee on Arrangements. 
Cuartes H. Mayo, M.D., Rochester, Minn.: Address of retiring president. 
Inauguration of President Frep Bates Lunp, M.D., Boston; and Vice-Presidents JASPER HALPENNY, M.D., 
Winnipeg, and S. M. D. Crarx, M.D., New Orleans. 
Presidential address by FRED BATES Lunp, M.D., Boston: The Indications of Cholecystectomy. 
J. M. T. Finney, M.D., Baltimore: Drainage of the Gall Bladder. 
Cuar es H. Mayo, M.D., Rochester, Minn.: Cholecystostomy vs. Cholecystectomy. 
Discussion: J. C. DaCosta, M.D., and Joun B. Deaver, M.D., Philadelphia. ‘ 


Tuesday, October 24 


Dean Lewis, M.D., Chicago: Fat and Fascia Transplantation. 
Discussion: Francis T. STEwART, M.D., Philadelphia. 
J. BENTLEY Squier, M.D., New York City: Kidney Surgery. 
Witiiam. F. Braascu, M.D., Rochester, Minn.: Recent Methods in Kidney Diagnosis. 
BRANSFORD Lewis, M.D., St. Louis: Diagnosis of Ureter Diseases with Their Surgery. 
J. T. Geracuty, M.D., Baltimore: Diseases of the Bladder. 
Epwin Beer, M.D., New York City: The Treatment of Benign Vesical Papillomata, Including Endo- 


vesical and Operative Methods. 


Discussion: EpwArD MartIN, M.D., Philadelphia. 
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Wednesday, October 25 


Tuomas S. CuLLEN, M.B., Baltimore: Methods of Draining Where Pelvic Infections Exist. 
Discussion: E. E. Montrcomery, M.D., Philadelphia. 
J. WuirripGce WitiiAms, M.D., Baltimore: The Abuse of Cesarean Section. 

Discussion: Epwarp P. Davis, M.D., Philadelphia. 


GEorGE G. Warp, Jr., M.D., New York City: Treatment of Inaccessible Vesico-vaginal Fistule. 
Discussion: Joun G. Crark, M.D., Philadelphia. 

Jerr Mitter, M.D., New Orleans: Surgical Treatment of Puerperal Pyemia. 
Discussion: BArton C. Hirst, M.D., Philadelphia. 


Tuomas J. Watkins, M.D., Chicago: Cystocele and Prolapse. 
Discussion: Brooke M. Anspacu, M.D., Philadelphia. 


Thursday, October 26 


C."A. Porter, M.D., Boston: Surgery of the Peripheral Nerves. 
Discussion: CHARLES H. FRAzrIER, M.D., Philadelphia, and Joun H. Gipspon, M.D., Philadelphia. 


Witty Meyer, M.D., New York City: Cancer of the Breast. 


Witiiam J. Mayo, M.D., Rochester, Minn: Cancer of the Stomach. 
Discussion: FREDERICK W. PARHAM, M.D., New Orleans. 


GeorGE E. Armstronc, M.D., Montreal, Canada: Cancer of the Large Bowel. 
Discussion: Stuart McGuire, M.D., Richmond, and E. Wy_ttys ANDREws, M.D., Chicago. 


Howarp A. Ketty, M.D., Baltimore: Treatment of Cancer by Radium. 


James T. Case, M.D., Battle Creek, Mich.: Treatment of Cancer by X-ray. 
Discussion: GEORGE E. PFAHLER, M.D., Philadelphia. 


DIVISION OF SURGICAL SPECIALTIES—At the Bellevue-Stratford, at 8 p.m. 


Tuesday, October 24 


Symposium on Ophthalmic Surgery: 
ARNOLD Knapp, M.D., New York City: The Present Status of Extraction of Cataract in the Capsule. 


Watter R. Parker, M.D., Detroit: Corneoscleral Trephining, Usually Known as the Elliot Op- 
eration, 


Wednesday, October 25 


Symposium on Rhinological and Laryngological Surgery: 
CHEVALIER JACKSON, M.D., Pittsburgh: Some New Developments in Bronchoscopy. 
R. CiypE Lyncu, M.D., New Orleans: The Technique of Suspension in Bronchoscopy and (Esopha- 


goscopy. 
Harris P. Mosner, M.D., Boston: The Webs and Pouches of the Upper End of the Gsophagus. 


Discussion: D. BrapEN Kyte, M.D., GEorcE M. Coates, M.D., Curtis C. Eves, M.D., Phila- 
delphia. 


Pusiic MEETING, Friday, October 27, in Witherspoon Hall, at 8 p.m. 


Under combined auspices of the Philadelphia County Medical Society, the Department of Public 
Health and Charities, and the Clinical Congress of Surgeons of North America. 


Weston A. Price, M.D., Cleveland: Care of the Teeth. (Illustrated by lantern and cinematograph.) 
Josepu C. Bloodgood, M.D., Baltimore: Diagnosis of Cancer. 


RoseErtT W. Lovett, M.D., Boston: Description and Illustration of Curable Deformities and the Importance 
of Their Proper Treatment. 
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T is quite apparent at this time that the 


vance of the date of the meeting, so that those 
surgeons who wish to attend the meeting, but 
who have not sent in their registrations, are 
urged to make application immediately to the 
Secretary-General, Dr. Franklin H. Martin, 30 N. 
Michigan Ave., Chicago, Illinois. When the re- 
quired number of registrations has been received 
no further applications can be accepted. 

A careful survey of the operating amphi- 
theatres, lecture rooms, and laboratories of the 
several medical schools and hospitals in Phila- 
delphia, as to their capacity for accommodating 
visiting surgeons, has been made and the limit 
of attendance based upon this survey. The 
popularity of these clinical meetings has become 
so great that the plan of limiting the attendance 
and requiring advance registration was decided 
upon to prevent overcrowding. This plan as- 
sures accommodations at the clinics for all who 
hold membership cards and has worked satis- 
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GEORGE E. PFAHLER 
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ALEXANDER A. UHLE 


SURGEONS IN PHILADELPHIA 


factorily at the two previous meetings, in London 
in 1914 and in Boston in 191s. 


MEMBERSHIP—REGISTRATION FEE 

The Constitution of the Congress provides 
that all subscribers to the official journal, Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, are mem- 
bers of the Congress and that such other legally 
qualified practitioners as are in good standing in 
their own communities may become members upon 
registering at an annual meeting. A registration 
fee is required of each member attending an an- 
nual meeting, there being no annual dues for 
members of the Congress. The registration fees 
provide funds to meet the expense of preparing 
for and conducting the annual meetings so that 
no financial burden is imposed upon members 
of the profession in the city entertaining the 
Congress. 


THE CLINICAL PROGRAM 
The schedule of clinics and demonstrations to 
be given by the clinicians of Philadelphia during 
the week of October 23d as published in these 


| 
| 
| limit of attendance for the Philadelphia Bd = 
meeting will be reached some weeks in ad- i ae 
3 
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pages is a tentative one and is to be amplified and 
corrected so that the final program will properly 
represent the clinical work of the Philadelphia 
surgeons. The Committee on Arrangements has 
planned for a complete showing of Philadelphia’s 
clinical facilities in every department of surgery, 
including gynecology, obstetrics, genito-urinary 
surgery, orthopedics, surgery of the eye, ear, 
nose, and throat, together with many demonstra- 
tions on borderline subjects. 


HEADQUARTERS 


Headquarters will be established at the Belle- 
vue-Stratford where the Ball Room, Clover 
Room, Red Room, Green Room, and adjacent 
foyers and smaller rooms have been reserved 
for the use of the Congress. These rooms are 
located on the second floor of the hotel and 
provide ample space for registration rooms and 
ticket bureau, bulletin boards, etc., the Ball 
Room being used for the evening meetings. 

Headquarters will be open on the afternoon of 
Saturday, October 21st, and on Sunday, the 22d, 
for the registration of members. The program 


of clinics and demonstrations for Monday will be 
bulletined on Saturday afternoon, and on each 
afternoon, beginning on Monday, the complete 
program for the next day’s clinics will be posted 
on bulletin boards in headquarters. A printed 
program will be issued each morning and special 
tickets for all clinics and demonstrations will be 
issued to members at 8 a.m. each day. 


SPECIAL TICKETS 


The use of special tickets at previous sessions 
has fully demonstrated the efficacy of this method 
of providing for the distribution of members 
among the various clinics. To prevent over- 
crowding, tickets for any clinic or demonstratiori 
are limited in number to the actual capacity of 
the room in which the clinic or demonstration is 
to be given. These special tickets will be issued 
at 8 o’clock each morning for the clinics and 
demonstrations to be held that day, a complete 
clinical schedule having been posted on the 
bulletin board on the afternoon of the preceding 
day, and a printed schedule of the clinics dis- 
tributed early each morning. 


PRELIMINARY CLINICAL PROGRAM 


GENERAL SURGERY 


Monday 


Cuar_es H. Frazier — University Hospital — 9 to 12. 

T. TuRNER THoMAS — University Hospital — 3 to 4. 

GrorcE G. Ross — German Hospital — 9. 

A. D. Wuit1nc — German Hospital — 10. 

Joun B. DEAveR — German Hospital — 12. 

E. G. ALEXANDER — Episcopal Hospital — 11 to 1. 

Harry C. DEAver — Episcopal Hospital — 1 to 5. 

W. Wayne Bascock — Samaritan Hospital — 9 to 12. 

M. BEHREND — Jewish Hospital — 2 to 5. 

Kate W. BaLtpwin — Woman’s Hospital — 3. 

Levi J. Hammond — Methodist Episcopal Hospital — 1. 

W. O. HERMANCE — Polyclinic Hospital — 10. 

Morris Bootu MILLER — Polyclinic Hospital — 11 to 1. 

Lewis H. ADLER — Polyclinic Hospital — 2 to 3. 

Joun B. Roperts — Polyclinic Hospital — 4 to 5. 

Francis T. Stewart — Jefferson Hospital — 4. 

MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 

W. Hersuey THomas — Medico-Chirurgical Hospital — 9 
to 12. 

Joun A. BocGrer — St. Mary’s Hospital — ro to 12. 


Tuesday 
H. R. Owen — Philadelphia General Hospital — 11. 
H. R. Loux — Philadelphia General Hospital — 2 to 4. 
J. B. Carnett — University Hospital — 9 to 1o. 
A. C. Woop — University Hospital — 10:30 to 12. 


W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
Lreon BRrINKMAN — Mt. Sinai Hospital — 1 to 3. 

A. P. C. AsHHurst — Episcopal Hospital — 9 to 1. 

L. H. MutscHLer — Episcopal Hospital — 2 to 4. 
NATHANIEL GINSBURG — Jewish Hospital — 9 to 12. 
Wituiam H. TELLER — Jewish Hospital — 2 to 5. 

J. M. BALpwin — Methodist Episcopal Hospital — 11. 
SAMUEL McC rarey, III — Oncologic Hospital — 2 to 4. 
Cuarces H. Frazier — University Hospital — 9 to 12. 
G. P. MUELLER — University Hospital — 1 to 2. 

E. G. ALEXANDER — Episcopal Hospital — 11 to 1. 
Harry C. DEAVER — Episcopal Hospital — 1 to 5. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
NATHANIEL GINSBURG — Mt. Sinai Hospital — 2 to 4. 
M. M. FRANKLIN — Jewish Hospital — 9 to 12. 
WituiaM H. TELLER — Jewish Hospital — 2 to 5. 

W. B. Van LenNNEP — Hahnemann Hospital — 11. 
Joun SPEESE — Polyclinic Hospital — 9 to 11. 

Joun H. Jopson — Polyclinic Hospital — 11 to 1. 

Joun H. Grspon — Jefferson Hospital — 11. 

James A. Ketty — St. Joseph’s Hospital — 12 to 2. 

J. F. X. Jones — St. Joseph’s Hospital — 2 to 4. 

A. C. Woop — Howard Hospital — 10 to 11:30. 

E. L. ELttason — Howard Hospital — 11:30 to 12:30. 
LApLAcE — Medico-Chirurgical Hospital — 9 to 


12. 
Joseru H. Ross — St. Mary’s Hospital — 1o to 12. 


4 ote 


Wednesday 
Epwarp Martin — University Hospital — 9 to 12. 
E. L. Et1ason — University Hospital — 1 to 2. 
W. P. Hearn — Philadelphia General Hospital — 9. 
CHARLES Hirscu — Mt. Sinai Hospital — 10 to 12. 
A. P. C. AsHuurst — Episcopal Hospital — 9 to 1. 
NATHANIEL GINSBURG — Jewish Hospital — 9g to 12. 
M. BEHREND — Jewish Hospital — 2 to 5. 
W. B. VAN LenNeP and H. L. NortHrop — Hahnemann 
Hospital — 2:30. 
FRANCES SPRAGUE — Woman’s Hospital — 3. 
Levi J. Hammond — Methodist Episcopal Hospital — 1. 
Wiiuiam A. STEEL — Samaritan Hospital — 9 to 11. 
Joun A. Bocer — Stetson Hospital — 10. 
Joun B. Deaver — German Hospital — 12. 
GEORGE P, MUELLER — Polyclinic Hospital — 11 to 1. 
J. Cuatmers DaCosta — Jefferson Hospital — 1. 
Cuartes F, Nassau — St. Joseph’s Hospital — 10 to 12. 
MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 
ERNEST LApLAce — Medico-Chirurgical Hospital — 9 to 
12. 
ELttwoop R. Krrsy — St. Mary’s Hospital — 11 to 


Thursday 

T. Turner Tuomas — Philadelphia General Hospital — 

toll. 
W. Wayne Bascock — Samaritan Hospital — 9g to 12. 
Joun B. DEAvER — German Hospital — 12. 
A. D. Wuitrinc — German Hospital — 10. 
GrEorGE G. Ross — German Hospital — 9. 
J. M. Batpwin — Methodist Episcopal Hospital — 11. 
NATHANIEL GINSBURG — Polyclinic Hospital — 9 to 11. 
Joun B. Roperts — Polyclinic Hospital — 11 to 1. 
A. C. Woop — Howard Hospital — 10 to 12. 
Francis T. Stewart — Jefferson Hospital — 11. 
James A. Ketty — St. Joseph’s Hospital — 12 to 2. 
J. F. X. Jones — St. Joseph’s Hospital — 2 to 4. 
James A. Ketty — St. Mary’s Hospital — 10 to 12. 


Friday 
Joun B. DEAvER — University Hospital — 10 to 12. 
Damon B. PFEIFFER — University Hospital — 1 to 2. 
Levi J. HammMonp — Methodist Episcopal Hospital — 1. 
A. P. C. AsHuurst — Epistopal Hospital — 9 to 1. 
Max STALLER — Mt. Sinai Hospital — 9 to 12. 
LEON BrRINKMAN — Mt. Sinai Hospital — 2 to 4. 


Monday 


Tueo A. Erck — Gynecean Hospital — 10 to 1. 

Barton Cooke Hirst and JoHN Cooke Hirst — How- 
ard Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 11. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

F. C. HamMonp — Samaritan Hospital — 12 to 1. 

Joun M. FisHEer — St. Agnes’ Hospital — 9 to 11. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

D. CuLin — West Philadelphia General Homeo- 
pathic Hospital — 10. 

Lia Stewart CociLtt — Woman’s Hospital — 9. 

Sarau H. Lockrey — Woman’s Hospital — ro. 

Jonn G. Crark and staff—University Hospital—g 
to 12. 

P. BrRookE BLAND — St. Joseph’s Hospital — 9 to 10. 

F. Hurst Mater — St. Joseph’s Hospital — 10 to 11. 
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W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
NATHANIEL GinsBurG and M. M. FRANKLIN — Jewish 
Hospital — 9g to 12. | 
Witiiam H. and M. — Jewish Hos- 
pital — 2 to 5. | 
Kate W. Batpwin — Woman’s Hospital — 3. | 
H. L. Norturop and G. A. VAN LENNEP — Hahnemann 
Hospital — 2:30. 
GeEorGE G. Ross — Stetson Hospital — 10. 
SamuEL McC rarey, III — Oncologic Hospital — 2 to 4. | 
James A. KeL_ty — Polyclinic Hospital — 9 to 11. 
GEORGE P. MUELLER and Morris B. MILLter — Polyclinic 
Hospital — 11 to 1. 
Nassau — Jefferson Hospital — 11. 
Ernest LApLace — Medico-Chirurgical Hospital — 9 to 
2. 
Cuartes F, Nassau — St. Joseph’s Hospital — 10 to 12. 
MELVIN M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 
Joun A. BoGer — St. Mary’s Hospital — 10 to 12. 
Harry C. DEAVER — Woman’s Medical College Hospital 


Saturday 

W. WayneE Bascock — Samaritan Hospital — 9 to 12. 

Joun B, Deaver — German Hospital — 12. 

Levi J. Hammonp — Methodist Episcopal Hospital — 1. 

Tuomas R. Nreitson — Episcopal Hospital — 11 to 3. 

Joun B. Rosperrs and Joun H. Jorson — Polyclinic 
Hospital — 11 to 1. 

Joun H. Grsson — Jefferson Hospital — 1. 

Joun J. Gitspripe — Medico-Chirurgical Hospital — 9 to 

Days and Hours to be Announced 

Leon BrINKMAN — St. Agnes’ Hospital. 

Harry C. DEAveR — Kensington Hospital. 

GerorGE M. DorraNnce — St. Agnes’ Hospital. | 

Epwarp B. Hopce — Presbyterian Hospital. 

G. P. MUELLER — St. Agnes’ Hospital. 

J. Taytor — St. Agnes’ Hospital. 

H. R. Wuartron — Presbyterian Hospital. 

Rosert G. LEConre — Pennsylvania Hospital. 

Joun H. Gipson — Pennsylvania Hospital. 

FRANCIS T. STEwART — Pennsylvania Hospital. 

Cuar es F, MitcHett — Pennsylvania Hospital. 

Epwarpb B. HopcGe — Pennsylvania Hospital. 

Francis O. ALLEN — Pennsylvania Hospital. 

WALTER EsteLL LEE — Pennsylvania Hospital. 


GYNECOLOGY AND OBSTETRICS 


Tuesday 


GrEorGE W. OUTERBRIDGE — Gynecean Hospital. 
Brooke M. Anspacu — Gynecean Hospital. 
D. B. James and N. F. LANs — Hahnemann Hospital — 


2:30. 

Fpwarp P. Davis — Jefferson Hospital — 11. 

E. E. Montcomery — Jefferson Hospital — 1. 
Wititam E. Parke — Kensington Hospital — 11. 

W. R. Nicnotson — Methodist Episcopal Hospital — 9. 

Ricuarp C. Norris — Methodist Episcopal Hospital 


Joun H. Grrvin and GreorcEe E. SHOEMAKER — Presby- i 
terian Hospital — 12. | 

WILMER KruseN — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital — 11. 

Brooke M. Anspacu — Stetson Hospital — 9. 

Barton Cooke Hirst — University Hospital — 9. 
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SaraH H. Locxrey — West Philadelphia Hospital for 
Women — 11 tor. 

W. Grim — Woman’s Hospital — 9. 

Marie K. Formap — Woman’s Hospital — ro. 

B. Everitt —Woman’s Medical College Hospital—1. 

B. F. BAER — Polyclinic Hospital — 2 to 4. 

P. BRooKE BLanp — St. Joseph’s Hospital — 9 to 10. 

I. Hurst Mater — St. Joseph’s Hospital — ro to 11. 


Wednesday 


Tueo A. Erck — Gynecean Hospital — 10 to 1. 

Barton Cooxe Hirst and JoHN Cooke Hirst — How- 
ard Hospital — rr. 

E. E. MontGomery — Jefferson Hospital — rr. 

E. P. Davis — Philadelphia General Hospital — 2 to 4. 

J. C. APPLEGATE — Samaritan Hospital — 11 to 12. 

C. — Samaritan Hospital — 12 to 1. 

Joun A. McGuinn — St. Agnes’ Hospital — 11. 

Brooke M. AnspacH — University Hospital —9 to 12. 

CAROLINE M. PuRNELL — Woman’s Hospital — 10. 

P. BROOKE BLANp — St. Joseph’s Hospital — 9 to ro. 

R, Nicuotson — Polyclinic Hospital — 9 to 11. 


Thursday 


GeorGE W. OuTERBRIDGE — Gynecean Hospital. 
Brooke M. ANSpAcH — Gynecean Hospital. 
D. B. James and N. I’. Lane — Hahnemann Hospital — 


2:30. 

Joun M. FisHer — Jefferson Hospital — 12. 

W. R. Nicuo_son — Methodist Episcopal Hospital — 9. 

Ricuarp C. Norris — Methodist Episcopal Hospital — 1. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

J. M. Fisner — Philadelphia Genéral Hospital — 2 to 4. 

Joun H. Girvin and Georce E. SHOEMAKER — Presby- 
terian Hospital — 12. 


WILMER KrusEN — Samaritan Hospital — 12 to 1. 

Joun A. McGLinn — St. Agnes’ Hospital. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

Joun G. Crark and staff — University Hospital—o. 

D. Cuttin — West Philadelphia General Home- 
opathic Hospital — 10. 

Saran H. LockrEy — West Philadelphia Hospital 
for Women — 11 to 1. 

Mary T. MILLER — Woman’s Hospital — 9. 

Sarau H. LockrEy — Woman’s Hospital — 10. 

P. Brooke BLAND — St. Joseph’s Hospital — 9 to ro. 

I’. Hurst MAteR — St. Joseph’s Hospital — 10 to 11. 

Evita Evertrr — Woman’s Medical College Hospital 


Friday 
TuHeo A. Erck — Gynecean Hospital — 10 to 1. 
Barton Cooke Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 
WILtiAm E. PARKE — Kensington Hospital — 11. 
F. C. HAamMonp — Samaritan Hospital — 12 to 1. 
Joun A. McGuinn — St. Vincent’s Hospital. 
M. Lourse Drez — Woman’s Hospital — 9. 
CATHERINE MACFARLANE — Woman’s Hospital — 10. 


Saturday 
P. Brooke BLanp — Jefferson Hospital — 11. 
Barton Cooke Hirst — University Hospital — g. 
Joun G. CrarK and staff — University Hospital—o to 12. 
WILMER KruseN — Samaritan Hospital — 12 to 1. 
WILLIAM R. — Polyclinic Hospital — 9 to 11. 


Days to be announced 


Georce M. Boyp — Medico-Chirurgical and Philadelphia 
Lying-In Charity Hospitals. 


ORTHOPEDIC SURGERY 


Monday 


J. T. Rucuand staff — Methodist Episcopal Hospital — 4 


to 5. 
A. B. Girt — Episcopal Hospital — 2 to 5. 
Josepu M. SpeLLissy — St. Joseph’s Hospital — 2 to 4. 


Tuesday 


M. M. General Hospital—11 to 1. 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
H. A. Wirson and staff — Jefferson Hospital — 10. 
W. J. Taytor and staff — Orthopedic Hospital — 11 to 1. 
J. P. Mann — Medico-Chirurgical Hospital — 2 to 3. 
Harry Hupson and staff — Samaritan Hospital — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 
Wednesday 
G. G. Davis and staff — University Hospital — 2 to 4. 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 
to 5. 
A. B. Gitt — Episcopal Hospital — 9 to 12. 
JosepH M. SPELLIssy — St. Joseph’s Hospital — 2 to 4. 


Thursday 
H. A. WItson and staff — Jefferson Hospital — 11. 
G. G. Davis and staff — Orthopedic Hospital — 11 to 1. 
J. P. Mann — Medico-Chirurgical Hospital — 1 to 3. 
J. K. Younc and staff — Polyclinic Hospital — 2 to 5. 
G. G. Davis and staff — University Hospital — 2 to 3. 


Friday 
J. T. Rucu and staff — Methodist Episcopal Hospital — 4 


to 5. 
G. G. Davis — Widener School — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 
J. K. Younc — Philadelphia General Hospital — 2 to 4. 
J. T. Rucu — Philadelphia General Hospital — 11 to 1. 
Duprey J. Morton — Hahnemann Hospital — 11. 
JoserH M. SpELLIssy — St. Joseph’s Hospital — 2 to 4. 


Saturday 
A. P. C. Asuuurst and staff — Orthopedic Hospital — 
g tort. 
H. A. WILson and staff — Jefferson Hospital — 11. 


ROENTGENOLOGY 


Monday 
SIDNEY FELDSTEIN — Jewish Hospital — 3 to4. Obscure 
and interesting fractures. 
A. G. MILLER — German Hospital — 11 to r. 


GrorGce E. PrAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgentherapy in the treatment of 
deep-seated malignant disease. 


W.S. Newcomet— Presbyterian Hospital—2to3. Bone 


lesions. Sinus cases (in conjunction with Dr. Stauffer). 
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Tuesday 

Davin R. BowEN — Pennsylvania Hospital—1 to 2. 
Fractures. 

FREDERICK C. HuTTON — 1438 N. 15th St—10 to 12. 
Organic lesions of the stomach and duodenum. 

W. F. ManceEs — Jefferson Hospital—2 to 3. Pyelos- 
copy and pyelography. 

W.S. NEwcomet— Presbyterian Hospital—2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

A. G. MILLER — German Hospital — 11 to 1. 

GeorcE E. PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gastric and 
duodenal lesions. Lantern slide demonstration. 


Wednesday 

W. F. ManceEs — Jefferson Hospital — 2 to 3. Fluoros- 
copy of the gastro-intestinal tract. 

A. G. M1LteEr — German Hospital — 11 to 1. 

W.S. Newcomet — Presbyterian Hospital— 2to3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 

GEorGE E. PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgen diagnosis of gall-stones. 

Davip R. Bowen — Pennsylvania Hospital—z1 to 2. 
Bone and joint diseases. 

M. K. FisHer—Stetson Hospital — Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — 9. 


Thursday 


Davin R. Bowen — Pennsylvania Hospital — 1 
Surgical diseases of the thorax. 

SmnEy FELDSTEIN — Jewish Hospital — 3 to 4. Tuber- 
culosis of the lungs. 

FREDERICK C. Hutton — St. Mary’s Hospital — 3 to 5. 
Intestinal pathology. 

A. G. MILLER — German Hospital — 11 to 1. 


to 2. 
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W. F. Mances — Office — 2 to 3. Brain tumor and 
intracranial lesion. 

W. S. NEwcomet — Presbyterian Hospital — 2 
Bone lesions. 
Stauffer). 


to 3. 
Sinus cases (in conjunction with Dr. 


Friday 

Davip R. Bowen — Pennsylvania Hospital—12 to 1. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W. F. ManceEs — Office — 2 to3. Roentgen examination 
of teeth as an aid to surgical diagnosis. 

W. S. Newcomet — Presbyterian Hospital — 2 
Bone lesions. 
Stauffer). 

A. G. MILLER — German Hospital — 11 to 1. 

GrorGE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Electro-coagulation in the treatment of 
malignant disease. 

M. K. Fisher—Stetson Hospital—Joint diseases and 
radiography of the urinary tract. 

Jacos W. FranK — Hahnemann Hospital — 9. 


to 3. 
Sinus cases (in conjunction with Dr. 


Saturday 

A. G. MILLER — German Hospital — 11 to 1. 

Davin R. Bowen — Pennsylvania Hospital—12 to r. 
The management of small and medium-sized hospital 
roentgen laboratories. 

W. S. Newcomet — Presbyterian Hospital — 2 
Bone lesions. 
Stauffer). 


4. 
Sinus cases (in conjunction with Dr. 


Days to be Announced 
Henry K. Pancoast — University Hospital —g to 10, 
Radium therapy; 3 to 4, Gastro-intestinal tract. 
W. S. Newcomet — Oncologic Hospital. Deep _roent- 
gen therapy and radium therapy in advanced cancer 
cases. 


GENITO-URINARY SURGERY 


L. T. Asucrart — Hahnemann Hospital — Tuesday, rr. 

H. M. Curistian — Medico-Chirurgical Hospital. 

H. R. Lovux and staff—Jefferson Hospital —Thurs- 
day, 9. 

T. R. Nertson — University Hospital. 

L. T. AsHcraAFT — Women’s Homeopathic Hospital. 


E. H. Strer — Philadelphia General Hospital. 

E. H. Srrer and staff — University Hospital. 

B. A. Tuomas — Polyclinic Hospital—Tuesday and Friday, 
4 to 6. 

A. A. Unte and Wititam MAckINNEY — German Hos- 
pital — Monday and Friday, 4 to 5:30. 


LABORATORY DEMONSTRATIONS 


Damon B. PFEIFFER — German Hospital— Monday and 
Friday, 3. 

—— Lyon — German Hospital— Monday and Fri- 

ay, 2. 

Drs. SAPPINGTON, Betts and NAGEL — Hahne- 
mann Hospital — Wednesday and Friday, 9. 

J. E. Sweet —Oncologic Hospital— Wednesday, 2. 
Tumor growth influenced by diet. 

C. B. LoNGNECKER — Oncologic Hospital — Monday and 
Thursday, 4:30. Demonstration of photographic, 
photo-micrographic and color work, with special 
reference to hospital photography. 

G. J. Saxon — Oncologic Hospital— Wednesday and 
Friday, 2. Laboratory technique, especially new de- 
velopments in the Abderhalden reaction. 


Paut A. Lewis, Russet Ricuarpson, and H. S. New- 
COMER — Pennsylvania Hospital — Daily. Demon- 
strations in pathology and bacteriology. 

JEFFERSON MEDICAL COLLEGE — Pathological Museum — 
Daily, 8:30 to 5. 

A. Hewson — Polyclinic Hospital — ‘Thursday, 4. Ex- 
periments with small arm bullets on cadaver. Pre- 
servation of anatomical material. Methods of injec- 
tion of eye by metallic silver. 

B. A. THomas — Polyclinic Hospital — Thursday, 2. 
Index of elimination of indigocarmine as a guide to 
kidney sufficiency. 

Jay F. ScuamBperc — Polyclinic Hospital — Friday, 2 
to 4. Laboratory and clinical aspects of salvarsan 


therapy. 
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SURGERY OF THE EYE 


Monday 
CAMPBELL Posey — Howard Hospital — 2. 
S. Lewis ZIEGLER — Wills Eye Hospital — 2. 
SAMUEL D. RIsLEy — Wills Eye Hospital — 2. 
McCtiuneEY RADCLIFFE — Wills Eye Hospital — 2. 
WitiiamM M. Sweet — Wills Eye Hospital — 3. 
Pau Pontius — Wills Eye Hospital — 2. 
T. SHOEMAKER — German Hospital — 1. 
Paut Pontius — St. Joseph’s Hospital — 3:30. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Louis Love — St. Mary’s Hospital — 3. 
AARON Brav — Jewish Hospital — 3. 
E. D. Funx — Jefferson Hospital — 2. 
Mary Buchanan — Woman’s Medical College Hospital 
—2. 
Tuesday 
Wii.1AM T. SHOEMAKER — Pennsylvania Hospital — 2. 
GerorcGE S. CRAMPTON — Pennsylvania Hospital — 2. 
Puitie H. Moore — Methodist Episcopal Hospital — 4. 
Witiram W. SPEAKMAN — Hahnemann Hospital — 2. 
CAMPBELL PosEy — Wills Eye Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
WitiiaAM ZENTMAYER — Wills Eye Hospital — 2. 
Mary BucHanan — Woman’s Hospital — 2. 
G. Oram Rinc — Episcopal Hospital — 2. 
WENDELL REBER — Samaritan Hospital — 4 to 5. 
Aaron Brav — Lebanon Hospital — 2. 
H. F. HANsett — Philadelphia General Hospital — 2 to 3. 
McCiuney RapciiFFE and J. M. Griscom — Presby- 
terian Hospital — 2. 
C. P. FRANKLIN — Stetson Hospital — 1. 
G. E. bE Scuwernitz and J. T. CARPENTER — University 
Hospital — 3. 
G. E. DE ScHWEINITz — University Hospital — 5. 


Wednesday 

WiLitAmM T. SHOEMAKER — German Hospital — 1. 
Cartes W. LEFEvER and S. J. Girretson — Mt. Sinai 

Hospital — 3. 
L. WEBSTER Fox — Medico-Chirurgical Hospital — r. 
S. Lewis ZIEGLER — Wills Eye Hospital — 2. 
SAMUEL D. RisLEY — Wills Eye Hospital — 2. 
McC — Wills Eye Hospital — 3. 
Witiram M. SwEET — Wills Eye Hospital — 2. 
PauL Pontius — Wills Eye Hospital — 2. 
WENDELL REBER — Polyclinic Hospital — 1. 
WILLIAM ZENTMAYER — Polyclinic Hospital — 4. 
WILLIAM T. SHOEMAKER — German Hospital — 1. 
CHARLES J. Jones — St. Joseph’s Hospital — 3. 
Mrriam M. Butt — Woman’s Hospital — 2. 
H. G. GotpBEerc — Episcopal Hospital — 2. 


Louis Love — St. Mary’s Hospital — 4. 

J. C. Knipe — Jewish Hospital — 2. 

Joun W. Croskey — Philadelphia General Hospital — 2. 

FE. A. Stumway — Philadelphia General Hospital — 3. 

T. B. Hottoway, H. M. LAncpon and Cart WILLIAMS 
— University Hospital — 5. 


Thursday 
Puitie H. Moore — Methodist Episcopal Hospital — 4. 
J. A. Kearney — St. Agnes’ Hospital — 3. 
J. C. Knipe — Jefferson Hospital — 3. 
Wiriiam T. SHOEMAKER — Pennsylvania Hospital — 2. 
GeorcE S. CRAMPTON — Pennsylvania Hospital — 2. 
WILLIAM CAMPBELL Posey — Wills Eye Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
C. P. FRANKLIN — Stetson Hospital — 1. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 
Mary BucHANAN — Woman’s Hospital — 2. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Aaron Brav — Lebanon Hospital — 2. 
James THORINGTON and J. M. Griscom — Presbyterian 
Hospital — 2. 
G. E. pe Scuwernitz and E. A. Soumway — University 
Hospital — 3. 
H. F. Hansett — Philadelphia General Hospital — 2 to 3 


Friday 
H. F. HaNsett and M. Sweet — Jefferson 
Hospital — 2:45. 
S. Lewis ZIEGLER — Wills Eye Hospital — 2. 
SaMuEL D. RistEy — Wills Eye Hospital — 2. 
McCtiuney RapciiFre — Wills Eye Hospital — 2. 
PauL Pontius — Wills Eye Hospital — 2. 
E. A. faa and H. M. Lancpon — Children’s Hos- 
pital — 2. 
WENDELL REBER — Polyclinic Hospital — 1. 
WitiiAmM T. SHOEMAKER — German Hospital — 1. 


’ CHARLES J. Jones — St. Joseph’s Hospital — 3. 


G. Oram Rinc — Episcopal Hospital — 2. 
Louis Love — St. Mary’s Hospital — 4. 
Aaron Brav — Jewish Hospital — 3. 


Saturday 


Wituram T. SHOEMAKER — Pennsylvania Hospital — 2. 
GeEorGE S. Crampton — Pennsylvania Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 

H. G. GotpBErRG — Episcopal Hospital — 2. 

Aaron Brav — Lebanon Hospital — 2. 

WILiiAM CAMPBELL Posey — Wills Eye Hospital — 2. 
WILLIAM ZENTMAYER — Pol¥clinic Hospital — 3 to 4. 


SURGERY OF THE EAR, NOSE, AND THROAT 


Monday 
CHARLES P, Grayson — University Hospital — 2. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
I. Jones — Philadelphia General Hospital — 2. 
MarGareET BuTLER — Woman’s Hospital — 2. 
Curtis Eves — Episcopal Hospital — 2. 
CarRLE LEE FELT — Stetson Hospital — 1. 
Butter — Polyclinic Hospital — 3 to 5. 


Tuesday 
F. R. Packarp — Pennsylvania Hospital — 2. 
D. B. Kyte — Jefferson Hospital — 12. 
Butier and James A. German Hos- 
pital — 1:30. 
I. G. SHattcross and H. S. WeAver — Hahnemann 
Hospital — 2:30. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
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Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

Cuar_es C. BieDERT — Episcopal Hospital — 2. 

Laura E. Hunt — Woman’s Hospital — 2. 

WALTER Roserts — Methodist Episcopal Hospital — 3. 

Hupson MAKvEN — Polyclinic Hospital — 2. 

Louis J. Burns and WitirAM P. Gravy — St. Mary’s 
Hospital — 3 to s. 


Wednesday 

. WALTER RoBERTS — Polyclinic Hospital — 2. 

R. SKILLERN — Medico-Chirurgical Hospital — 2. 

CarLE LEE FELT — Stetson Hospital — 1. 

I. G. Swattcross and H. S. WEAVER — Hahnemann 
Hospital — 2:30. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

Curtis Eves — Episcopal Hospital — 3. 

Henry C. Orr — Oncologic Hospital — 2. 

D. BRADEN KYLE — Jefferson Hospital — 10. 

GEORGE M. MarsHatt — St. Joseph’s Hospital — 8 to 10. 

MARGARET BUTLER — Woman’s Medical College Hospital 
— 2, 

Thursday 


I.G. SHaLtcross and H. S. WrEAveER — Hahnemann 
Hospital — 2:30. 

Frep W. Smitu and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 


CHARLES C. BIEDERT — Episcopal Hospital — 2. 

WALTER RoBerts — Methodist Episcopal Hospital — 3. 

Laura Hunt — Woman’s Medical College Hospital — 3. 

Louis J. Burns and WitiiAm P. Grapy — St. Mary’s 
Hospital — 3 to s. 

D. BrapEN — Jefferson Hospital — 12. 

A. W. Watson — Polyclinic Hospital — 2 to 4. 


Friday 
SetH MacCuen Situ — Jefferson Hospital — 1:30. 
GeorcEe M. Coates — Pennsylvania Hospital — 1. 
I.G.SHaticross and H. S. Weaver — Hahnemann 
Hospital — 2:30. 
Frep W. Smitu and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 
GILBERT J. PALEN — Hahnemann Hospital. 
Cartes C. BreEDERT — Episcopal Hospital — 2. 
MARGARET WARLOW — Woman’s Hospital — 2. 
GEORGE M. MarsHALt — St. Joseph’s Hospital — 8 to 10. 


Saturday 
GeEorcE M. Coatrs — Polyclinic Hospital — 2 to 3. 
Louis J. Burns and Witiiam P. Grapy — St. Mary’s 
Hospital — 3 to 5. 


Days to be announced 


ALEXANDER RANDALL — University Hospital. 
Cares Grayson — Medico-Chirurgical Hospital. 


PRELIMINARY PROGRAM OF EVENING SESSIONS 


GENERAL SuRGICAL Divistion—In the Ball Room of the Bellevue-Stratford, at 8 p.m. 


Presidential Meeting, Monday, October 23 


Address of Welcome: Ropert G. LEContE, M.D., Philadelphia, Chairman of Committee on Arrangements. 
CHARLES H. Mayo, M.D., Rochester, Minn.: Address of retiring president. 
Inauguration of Presiderit FRED BATES Lunn, M.D., Boston; and Vice-Presidents JASPER HALPENNY, M.D., 
Winnipeg, and S. M. D. Crarx, M.D., New Orleans. 
Presidential address by Frep BAtEes LunpD, M.D., Boston: The Indications of Cholecystectomy. 
J. M. T. Fryney, M.D., Baltimore: Drainage of the Gall Bladder. 
CuarLes H. Mayo, M.D., Rochester, Minn.: Cholecystostomy vs. Cholecystectomy. 
Discussion: J. C. DaCosta, M.D., and Joun B. Deaver, M.D., Philadelphia. 


Tuesday, October 24 


DEAN Lewis, M.D., Chicago: Fat and Fascia Transplantation. 
Discussion: FRANcIs T. STEWART, M.D., Philadelphia. 
J. BentLey Squier, M.D., New York City: Kidney Surgery. 
WitraM. F. Braascu, M.D., Rochester, Minn.: Recent Methods in Kidney Diagnosis. 
BransrorpD Lewis, M.D., St. Louis: Diagnosis of Ureter Diseases with Their Surgery. 
J. T. Geracuty, M.D., Baltimore: Diseases of the Bladder. 
Epwin BEER, M.D., New York City: The Treatment of Benign Vesical Papillomata, Including Endo- 


vesical and Operative Methods. 


Discussion: EpwArD Martin, M.D., Philadelphia. 
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Wednesday, October 25 


Tuomas S. CuLLEN, M.B., Baltimore: Methods of Draining Where Pelvic Infections Exist. 
Discussion: E. E. Montcomery, M.D., Philadelphia. 

J. Wuirrince M.D., Baltimore: The Abuse of Cesarean Section. 
Discussion: Epwarp P. Davis, M.D., Philadelphia. 


Georce G. Warp, Jr., M.D., New York City: Treatment of Inaccessible Vesico-vaginal Fistul. 
Discussion: Joun G. Crark, M.D., Philadelphia. 


C. Jerr Mitter, M.D., New Orleans: Surgical Treatment of Puerperal Pyemia. 
Discussion: Barton C. Hirst, M.D., Philadelphia. 


Tuomas J. Watkins, M.D., Chicago: Cystocele and Prolapse. 
Discussion: Brooke M. Anspacu, M.D., Philadelphia. 


Thursday, October 26 


C. A. Porter, M.D., Boston: Surgery of the Peripheral Nerves. 
Discussion: CHARLES H. Frazier, M.D., Philadelphia, and Joun H. Gipson, M.D., Philadelphia. 


Witty Meyer, M.D., New York City: Cancer of the Breast. 


Witiram J. Mayo, M.D., Rochester, Minn: Cancer of the Stomach. 
Discussion: FREDERICK W. PARHAM, M.D., New Orleans. 


GerorGE E. ARMSTRONG, M.D., Montreal, Canada: Cancer of the Large Bowel. 
Discussion: StuaART McGuire, M.D., Richmond, and E. WyLttys ANDREws, M.D., Chicago. 


Howarp A. KELLy, M.D., Baltimore: Treatment of Cancer by Radium. 


James T. Case, M.D., Battle Creek, Mich.: Treatment of Cancer by X-ray. 
Discussion: GEORGE E. PFAHLER, M.D., Philadelphia. 


DIvIsION OF SURGICAL SPECIALTIES—At the Bellevue-Stratford, at 8 p.m. 


Tuesday, October 24 


Symposium on Ophthalmic Surgery: 
ARNOLD Knapp, M.D., New York City: The Present Status of Extraction of Cataract in the Capsule. 


WALTER R. PARKER, M.D., Detroit: Corneoscleral Trephining, Usually Known as the Elliot Op- 
eration. 


Wednesday, October 25 


Symposium on Rhinological and Laryngological Surgery: 
CHEVALIER JACKSON, M.D., Pittsburgh: Some New Developments in Bronchoscopy. 
R. CLrype Lyncu, M.D., New Orleans: The Technique of Suspension in Bronchoscopy and (sopha- 


goscopy. 
Harris P. Mosuer, M.D., Boston: The Webs and Pouches of the Upper End of the @sophagus. 


Discussion: D. BRADEN Kyte, M.D., Georce M. Coates, M.D., Curtis C. Eves, M.D., Phila- 
delphia. 


Pustic MEETING, Friday, October 27, in Witherspoon Hall, at 8 p.m. 


Under combined auspices of the Philadelphia County Medical Society, the Department of Public 
Health and Charities, and the Clinical Congress of Surgeons of North America. 


Weston A. Price, M.D., Cleveland: Care of the Teeth. (Illustrated by lantern and cinematograph.) 
JosEeru C. Bloodgood, M.D., Baltimore: Diagnosis of Cancer. 


Rosert W. Lovett, M.D., Boston: Description and Illustration of Curable Deformities and the Importance 
of Their Proper Treatment. 
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THE CLINICAL CONGRESS IN PHILADELPHIA 


By EDWARD MARTIN, M.D., F.A.C.S. 


HE clinical meetings of the surgeons of 

North America have been characterized 

by an attendance which, from its size, 
seriously threatened the securing, on the part 
of individual members, of those benefits for 
which they so willingly and in such great numbers 
sacrifice time, convenience, business, and money; 
nor did there seem any escape from a species of 
auto-strangulation other than by limiting the 
number attending to accord with the facilities 
for observation offered, and by adopting a 
system, founded on experience, which assures 
each visitor his seat or place for the day. 

This meeting, for the second time in Phila- 
delphia, is notable from a number of standpoints; 
first, from that of the character of the men 
attending it—the surgical backbone of the 
country—each an influence in his own com- 
munity, many with hospitals of their own, 
practically all operating surgeons who come 
serious-minded to better their work. Some will 
go home feeling that they have so done; some 


with that cheering uplift which comes from a 
realization that their own work will not suffer 
by comparison with that which they have seen. 

From these busy, earnest, stimulating meet- 
ings, the “joy rider” has been eliminated. The 
program of the evening sessions is notable not 
only because of the sound and authoritative type 
of essayists, but because the subject matter is 
that which touches the surgeon most nearly in 
his daily life. There are no other medical meet- 
ings attended so faithfully as these, nor is it 
possible to imagine the important lessons they 
carry being placed in the hands of men more 
keenly critical nor more likely to give them 
immediate and intelligent application. 

In accordance with the practice which obtained 
at Boston and in consonance with the efficient 
work which the Congress has done in the line of 
better clinical records and following cases to 


‘their completion, there will be a report as to 


results to date of all operative cases brought 
before the visiting surgeons, this report to be 
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presented at the next annual meeting of the 
Congress. This at times gives a better oppor- 
tunity of estimating the true capacity of a 
surgeon than does a mere observation of his 
operative technique. Indeed, it is the one 
criterion of a surgeon’s ability and usefulness. 
Moreover, the knowledge that such a report is 
required, may, in some instances, induce a 
wholesome conservatism on the part of the 
operator which is in the main largely to the 
interest of the patient. 

Incidentally, Philadelphia has many excellent 
hotels; a medical library at the College of Physi- 


cians, second in completeness only to that of the 
Surgeon-General’s; and in its environs, within 
twelve miles of the center of the city, more than 
a dozen golf links, the latter readily made avail- 
able to those who have inclination and time 
for the game during these busy meetings. It is 
scarcely needful to say that a cordial welcome 
awaits the guests from the Philadelphia profes- 
sion, who feel honored by the choice made of 
them, stimulated by the hopes bound in them 
and will remain permanently bettered by asso- 
ciation with the broad men from all parts of 
this broad country. 


PLANS FOR THE PHILADELPHIA MEETING 


On the morning of Monday, October 23, in 
Philadelphia, the Clinical Congress of Surgeons 
of North America opens its seventh annual 
session. The Congress headquarters at the 
Bellevue-Stratford will be open for the registra- 
tion of members on the afternoons of Saturday 
and Sunday preceding and the program for Mon- 
day’s clinics and demonstrations will be posted 
on Saturday afternoon. 

The Philadelphia Committee on Arrange- 
ments, backed by the clinicians of that city, are 
keenly interested to make a complete showing of 
Philadelphia’s clinical facilities in every depart- 
ment of surgery, including gynecology, obstetrics, 
genito-urinary surgery, orthopedics, surgery of 
the eye, ear, nose, and throat. While the chief 
attraction will be the clinics in the operating 
rooms of the thirty or more co-operating hospitals, 
a series of demonstrations — pathological, roent- 
genological, borderline subjects, and others— 
has been arranged by the committee and it is 
expected that this portion of the program will 
prove of exceeding interest. 

The clinical program appearing on the follow- 
ing pages is only suggestive of what the Phila- 
delphia clinicians have in mind for the week of 
the Congress. The daily program as bulletined 
at headquarters will be elaborate and accurate 
in detail as to the cases to be operated upon or 
demonstrated in the several clinics. 

These annual clinical meetings have become 
so popular that the plan of limiting the attend- 
ance and requiring advance registration was 
decided upon to prevent overcrowding. Such a 
plan has proven successful at the two previous 
meetings, as it insures accommodations at the 


clinics for all who hold membership cards. It is 
evident at this time from the number of registra- 
tions already received at the office of the Secre- 
tary-General that the limit of membership for 
the Philadelphia meeting will be reached some 
time in advance of the meeting. The limit was 
fixed after making a careful survey of the operat- 
ing amphitheaters, lecture rooms, and labora- 
tories of the several medical schools and_hos- 
pitals as to their capacity for accommodating 
the visiting surgeons. 


EVENING MEETINGS 


On Monday evening at 8 o’clock in the ball 
room of the Bellevue-Stratford occurs the 
presidential meeting, at which time the officers 
elected at the Boston meeting will be inaugurated. 
The presidential address will be delivered by 
Dr. Fred B. Lund of Boston, the president- 
elect. On each of the three following evenings 
there will be sessions of the section on general 
surgery in the ball room of the Bellevue-Strat- 
ford, and on the same evenings separate meetings 
for the section on surgery of the eye, ear, nose, 
and throat in another room in the same hotel. 
The program for these evening meetings appears 
on the following pages. These meetings open 
promptly at 8 o’clock and adjourn not later 
than 10:30. 

On Friday evening in Witherspoon Hall at 
8 o’clock there will be held a public meeting under 
the combined auspices of the Clinical Congress 
of Surgeons, the Philadelphia County Medical 
Society and the Department of Public Health 
and Charities of Philadelphia, to which meeting 
the public at large is invited. 
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HEADQUARTERS 

The Congress will utilize for its headquarters 
at the Bellevue-Stratford, the Ball’ Room, 
Clover Room, Red Room, Green Room and 
adjacent foyers and smaller rooms on the second 
floor of the hotel, providing ample space for 
registration and ticket bureaus, bulletin boards, 
etc., the ball room being used for the evening 
sessions. 

The program of clinics and demonstrations 
for Monday will be bulletined on Saturday after- 
noon, and on each afternoon, beginning on 
Monday, the complete program for the next 
day’s clinics will be posted on bulletin boards 
in headquarters. A printed program will be 
issued each morning. 


SPECIAL TICKETS 


Attendance at all clinics and demonstrations 
will be controlled by means of special tickets. 
The general rule will be that a member may 
have two tickets for each day, one for the morning 
and one for the afternoon clinics. For certain 
clinics where the accommodations are limited 
and the demand for tickets is heavy, it will be 
necessary to establish a rule whereby a member 
may have only one ticket for such clinic during 
the week. The number of tickets issued for any 
clinic or demonstration is limited to the capacity 
of the room in which the clinic or demonstration 
is to be given. 

The use of special tickets has proven an 
efficient means of providing for the distribution 
of members among the several clinics and insures 
against overcrowding at any clinic. Special 
tickets will be issued each morning at 8 o’clock 
for the clinics and demonstrations to be held 
that day, a complete schedule of the day’s 
clinics having been posted on the bulletin board 
on the afternoon of the preceding day, and a 
printed program distributed in the morning. 


REDUCED RAILWAY FARES 

The railways in the states east of the Missis- 
sippi River, excepting the southeastern states 
south of the Ohio and Potomac Rivers, and in 
the eastern portion of Canada have granted cer- 
tain reductions in fares in selling round-trip 
tickets to Philadelphia on account of the Clinical 
Congress of Surgeons. Round-trip tickets will 


be sold at the rate of two cents per mile in each 
direction, going and returning by the same route 
only and over which one-way tickets are regu- 
larly sold. Tickets will be on sale from points 
within the territory specified on October 21st, 


22nd, and 23rd with a general return limit to 
reach one’s original starting point on or before 
midnight, November rst. 

In particular these reduced rates will be in 
effect in the territory covered by the railway lines 
in the New England Passenger Association, Trunk 
Line Association, Central Passenger Association, 
and Eastern Canadian Passenger Association. 
An application for the granting of the same reduc- 
tion in fares by the lines in the southeastern states 
is now pending and probably will be acted upon 
favorably. 

Members living in the states west of the 
Mississippi River and within the territory covered 
by the Western and Southwestern Passenger 
Associations, that is west of Chicago and St. 
Louis, should purchase tickets to those gateways 
and then repurchase round-trip tickets to Phila- 
delphia in order to avail themselves of the re- 
duced fares. 

The Baltimore and Ohio Railroad is prepared 
to offer members of the Congress from Chicago 
and the West attending the Philadelphia meeting 
special service on train leaving Chicago at 5:45 
p.m. Saturday, October 21st, arriving Philadel- 
phia at 8:19 Sunday evening, and on train leaving 
Chicago at 10:45 Sunday morning, arriving 
Philadelphia at 12 m. Monday. The Michigan 
Central Railroad, in connection with the Lehigh 
Valley and the Philadelphia and Reading, offers 
special service on its train leaving Chicago at 
9:05 Sunday morning, arriving Philadelphia 9:15 
Monday morning. From the Northwest, the 
Great Northern Railway is making special 
arrangements for the benefit of members living 
along its lines; while from the Southwest, the 
Atchison, Topeka and Santa Fe will likewise 
offer special facilities. 


MEMBERSHIP — REGISTRATION FEE 

The Constitution of the Congress provides 
that all subscribers to the official journal, Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, are mem- 
bers of the Congress and that such other legally 
qualified practitioners as are in good standing in 
their own communities may become members 
upon registering at an annual meeting. A regis- 
tration fee is required of each member attending 
an annual meeting, there being no annual dues 
for members of the Congress. The registration 
fees provide funds to meet the expense of pre- 
paring for and conducting the annual meetings 
so that no financial burden is imposed upon 
members of the profession in the city entertaining 
the Congress. 
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PRELIMINARY CLINICAL PROGRAM 


GENERAL SURGERY 


Monday 


Cuar.es H. Frazier — University Hospital — 9 to 12. 

T. TurNER THomas — University Hospital — 3 to 4. 

GeorceE G. Ross — German Hospital — 9. 

A. D. Wuitinc — German Hospital — 10. 

Joun B. DEAvER — German Hospital — 12. 

E. G. ALEXANDER — Episcopal Hospital — 10 to 12. 

Harry C. DEAVER — Episcopal Hospital — 1 to 4. 

W. Wayne Bascock — Samaritan Hospital — 9 to 12. 

NATHANIEL GINSBERG — Jewish Hospital — 9 to 12. 

M. BEHREND — Jewish Hospital — 2 to 5s. 

Kare W. Batpwin — Woman’s Hospital — 3. 

Levi J. Hammonp — Methodist Episcopal Hospital — 1. 

W. O. HERMANCE — Polyclinic Hospital — 10. 

Morris Boot MILLER — Polyclinic Hospital — 11 to 1. 

Lewis H. ADLER — Polyclinic Hospital — 2 to 3. 

Joun B. Roperts — Polyclinic Hospital — 4 to 5s. 

Francis T. STEwArT — Jefferson Hospital — 4. 

MELVIN M. FRANKLIN — St. Joseph’s Hospital — 1 to 3. 

W. HersHey Toomas — Medico-Chirurgical Hospital — 9 
to 12. 

Joun A. BocEr — St. Mary’s Hospital — 10 to 12. 


Tuesday 
H. R. Owen — Philadelphia General Hospital — 11. 
H. R. Loux — Philadelphia General Hospital — 2 to 4. 
J. B. Carnett — University Hospital — 9 to ro. 
A. C. Woop — University Hospital — 10:30 to 12. 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
LEON BRINKMAN — Mt. Sinai Hospital — 1 to 3. 
A. P. C. AsHHurst — Episcopal Hospital — 9 to 1. 
L. H. Mutscuier — Episcopal Hospital — 2 to 4. 
NATHANIEL GiInsBuURG — Jewish Hospital — 9 to 12. 
Wit.iam H. TELLER — Jewish Hospital — 2 to 5. 
J. M. Batpwin — Methodist Episcopal Hospital — 11. 
SAMUEL McCrarey, III — Oncologic Hospital — 2 to 4. 
Cuar.es H. Frazier — University Hospital — 9 to 12. 
G. P. MUELLER — University Hospital — 1 to 2. 
NATHANIEL GINSBERG — Jewish Hospital — 9 to 12. 
Wituram H. TELLER — Jewish Hospital — 2 to 5. 
W. B. Van LENNEP — Hahnemann Hospital — 11. 
Joun SrEESE — Polyclinic Hospital — 9 to 11. 
Joun H. Jorson — Polyclinic Hospital — 11 to 1. 
Joun H. Grsson — Jefferson Hospital — 11. 
James A. KELLY — St. Joseph’s Hospital — 1 to 3. 
J. F. X. Jones — St. Joseph’s Hospital — 3 to 5. 
A. C. Woop — Howard Hospital — ro to 11:30. 
E. L. Errason — Howard Hospital — 11:30 to 12:30. 
Ernest LAPLACE — Medico-Chirurgical Hospital — 9 to 
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JoserH H. Ross — St. Mary’s Hospital — to to 12. 

D. Roman — St. Luke’s Hospital — 2 to 5. 

LEON BRINKMAN — St. Agnes’ Hospital — 1 to 4. 
GerorGE M. DorranceE — St. Agnes’ Hospital — 9 to 12. 


Wednesday 
Epwarp Martin — University Hospital — 9 to 12. 
E, L. Ex1ason — University Hospital — 1 to 2. 
W. P. Hearn — Philadelphia General Hospital — 9. 
Cuarces Hirscu — Mt. Sinai Hospital — to 12. 
A, P. C. Asauurst — Episcopal Hospital — 9 to r. 
NATHANIEL GINSBURG — Jewish Hospital — 9 to 12. 
M. BeHREND — Jewish Hospital — 2 to 5. 


W. B. Van LeNNeEP and H. L. Nortuorop — Hahnemann 
Hospital — 2:30. 

FRANCES SPRAGUE — Woman’s Hospital — 3. 

Levi J. Hammonp — Methodist Episcopal Hospital — 1. 

WI.trAM A. STEEL — Samaritan Hospital — 9 to 11. 

Joun A. BocEer — Stetson Hospital — 10. 

Joun B. DEAVER — German Hospital — 12. 

GEORGE P. MUELLER — Polyclinic Hospital — 11 to 1. 

J. Cuatmers DaCosta — Jefferson Hospital — 1. 

Cuartes IF. Nassau — St. Joseph’s Hospital — 10 to 


12. 

MELvIn M. FRANKLIN — St. Joseph’s Hospital — 12 to 2. 

Ernest LApPLACE — Medico-Chirurgical Hospital — 9 to 
12, 

Ettwoop R. Kirsy — St. Mary’s Hospital — 11 to 1. 

WitirAM J. Taytor — St. Agnes’ Hospital — 1 to 4. 


Thursday 


T. Turner Tuomas — Philadelphia General Hospital — 
9 tort. 

W. Wayne Bascock — Samaritan Hospital — 9 to 12. 

Joun B. DEAvVER — German Hospital — 12. 

A. D. Wuitinc — German Hospital — 10. 

GrorcE G. Ross — German Hospital — 9. 

E. C, ALEXANDER — Episcopal Hospital — 10 to 12. 

H. C. Deaver — Episcopal Hospital — 1 to 4. 

J. M. BaLpwin — Methodist Episcopal Hospital — 11. 

NATHANIEL GINSBURG — Polyclinic Hospital — 9 to 11. 

Joun B. Roperts — Polyclinic Hospital — 11 to 1. 

A. C. Woop — Howard Hospital — ro to 12. 

Francis T. STEwART — Jefferson Hospital — 11. 

M. M. FRANKLIN — Jewish Hospital — 9 to 12. 

W. H. TELLER — Jewish Hospital — 2 to 5. 

James A. Ketty — St. Joseph’s Hospital — 1 to 3. 

J. F. X. Jones — St. Joseph’s Hospital — 3 to 5. 

James A. Ketty — St. Mary’s Hospital — 1o to 12. 

NATHANIEL GINSBURG — Mt. Sinai Hospital — 2 to 4. 

LEON BRINKMAN — St. Agnes’ Hospital — 1 to 4. 


Friday 
Joun B. DEAvER — University Hospital — 10 to 12. 
Damon B. PFEIFFER — University Hospital — 1 to 2. 
Levi J. Hammonp — Methodist Episcopal Hospital — 1. 
A. P. C. AsHHurst — Episcopal Hospital — 9 to 1. 
Max STALLER — Mt. Sinai Hospital — g to 12. 
LEON BRINKMAN — Mt. Sinai Hospital — 2 to 4. 
GEORGE P. MUELLER — St. Agnes’ Hospital — 1 to 4. 
GreorGE M. Dorrance — St. Agnes’ Hospital —g to 


12. 

D. Roman — St. Lukes’ Hospital — 10. 

W. Wayne Bascock — Samaritan Hospital — 9 to 12. 

M. M. FRANKLIN — Jewish Hospital — 9 to 12. 

H. and M. — Jewish Hos- 
pital — 2 to 5. 

Kate W. BALpwin — Woman’s Hospital — 3. 

H. L. Norturop and G. A. VAN LENNEP — Hahnemann 
Hospital — 2:30. 

GrEorceE G. Ross — Stetson Hospital — 10. 

SAMUEL McC arey, III — Oncologic Hospital — 2 to 4. 

James A. Ketty — Polyclinic Hospital — 9 to 11. 

GrorGE P. MUELLER and Morris B. MILLER — Polyclinic 
Hospital — 11 to 1. 

CHARLES F, Nassau — Jefferson Hospital — 11. 
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Ernest Captace — Medico-Chirurgical Hospital — 9 to 
12. 
Cuartes F. Nassau — St. Joseph’s Hospital — 9 to 12. 
MELVIN M. FRANKLIN — St. Joseph’s Hospital — 9 to 12. 
Joun A. Bocer — St. Mary’s Hospital — 10 to 12. 
Harry C. DEAVER — Woman’s Medical College Hospital 
Saturday 
W. Wayne Bascock — Samaritan Hospital — 9 to 12. 
Joun B. DEAVER — German Hospital — 12. 
Levi J. Hammonp — Methodist Episcopal Hospital — 1. 
Tuomas R. NE1tson — Episcopal Hospital — 11 to 3. 
Joun B. Roserts and Joun H. Jopson — Polyclinic 
Hospital — 11 to 1. 


Joun H. Gipson — Jefferson Hospital — 1. 
Joun J. GitpripE — Medico-Chirurgical Hospital — 9 to 
12. 

Days and Hours to be Announced 
Harry C. DEAvER — Kensington Hospital. 
Epwarp B. Hopcre — Presbyterian Hospital. 
H. R. Wuarton — Presbyterian Hospital. 
Rosert G. LEConrE — Pennsylvania Hospital. 
Joun H. Gipson — Pennsylvania Hospital. 
Francis T. Stewart — Pennsylvania Hospital. 
CHARLES MitcHELL — Pennsylvania Hospital. 
Epwarp B. Hopcre — Pennsylvania Hospital. 
Francis O. ALLEN — Pennsylvania Hospital. 
WALTER EstELL LEE — Pennsylvania Hospital. 


GYNECOLOGY AND OBSTETRICS 


Monday 

THEO A. Erck — Gynecean Hospital — ro to 1. 

Barton Cooke Hirst and JoHn Cooke Hirst — How- 
ard Hospital — 11. 

E. E. MontGomery — Jefferson Hospital — 11. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

F. C. HammMonp — Samaritan Hospital — 12 to 1. 

Joun M. FisHer — St. Agnes’ Hospital — 9 to 12. P 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

D. Cuiin — West Philadelphia General Homeo- 
pathic Hospital — ro. 

Lma STEWART CociILt — Woman’s Hospital — 9. 

SarAH H. Lockrey — Woman’s Hospital — 10. 

Joun G. Crark and staff — University Hospital —g to 12. 

P. BRooKE BLAND — St. Joseph’s Hospital — 9 to ro. 

F. Hurst Mater — St. Joseph’s Hospital — 10 to 11. 


Tuesday 
GrEorGE W. OUTERBRIDGE: — Gynecean Hospital. 
Brooke M. Anspacu — Gynecean Hospital. 
D.B. James and N. F. Lane—Hahnemann Hospital—2 :30. 
Epwarp P. Davis — Jefferson Hospital — 11. 
E. E. Montcomery — Jefferson Hospital — 1. 
Witiiam E. Parke — Kensington Hospital — 11. 
W. R. NicHotson — Methodist Episcopal Hospital — 9. 
Ricuarp C, Norris — Methodist Episcopal Hospital — 1. 
Joun H. Grrvin and GeorGce E. SHOEMAKER — Presby- 
terian Hospital — 12. 
WILMER KrusEN — Samaritan Hospital — 12 to 1. 
Joun A. McGuinn — St. Agnes’ Hospital — 9 to 12. 
Brooke M. Anspacu — Stetson Hospital — 9. 
Barton Cooke Hirst — University Hospital — 9. 
ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 
Saran H. LockreEy — West Philadelphia Hospital for 
Women — 11 to 1. 
W. Grim — Woman’s Hospital — 9. 
Marie K. Formap — Woman’s Hospital — 1o. 
Eta B. Evertrt—Woman’s Medical College Hospital—r. 
B. F. BAER — Polyclinic Hospital — 2 to 4. 
P. Brooke BLAND — St. Joseph’s Hospital — 9 to to. 
F. Hurst Mater — St. Joseph’s Hospital — ro to 11. 


Wedesday 
Turo A. Erck — Gynecean Hospital — tro to 1. 
Barton Cooke Hirst and Joun Cooke Hirst — Howard 
Hospital — 11. 
E. E. Monrcomery — Jefferson Hospital — 11. 
E. P. Davis — Philadelphia General Hospital — 2 to 4. 
J. C. APPLEGATE — Samaritan Hospital — 11 to 12. 
F. C. HammMonp — Samaritan Hospital — 12 to 1. 
ALFRED HEINEBERG — St. Agnes’ Hospital — 9 to 12. 


Brooke M, Anspacu — University Hospital — 9 to 12. 
CaroLtInE M. PuRNELL — Woman’s Hospital — 10. 
Wix.raM R. NicHotson — Polyclinic Hospital — 9 to 11. 


Thursday 


GEORGE W. OUTERBRIDGE — Gynecean Hospital. 

Brooke M. ANspacu — Gynecean Hospital. 

D.B. James and N. F. LanE—Hahnemann Hospital—2:30. 

Joun M. FisHer — Jefferson Hospital — 12. 

W. R. NicHotson — Methodist Episcopal Hospital — 9. 

Ricuarp C, Norris — Methodist Episcopal Hospital — 1. 

C. B. LONGNECKER — Oncologic Hospital — 3. 

J. M. Fisuer — Philadelphia General Hospital — 2 to 4. 

J. H. Girvin and G, E. SHorMAKER — Presbyterian Hos- 
pital — 12. 

ALFRED HEINEBERG — Mt. Sinai Hospital — 10 to 12. 

Witmar KrusEN — Samaritan Hospital — 12 to 1. 

Joun M. FisHer — St. Agnes’ Hospital — 9 to 12. 

STEPHEN E. Tracy — Stetson Hospital — 9:30. 

Joun G. Crark and staff — University Hospital — 9. 

D. Cuttin — West Philadelphia General Home- 
opathic Hospital — 1o. 

Saran H. Locxrey — West Philadelphia Hospital for 
Women — 11 to1. 

Mary T. MILtter — Woman’s Hospital — 9. 

Sarau H. Lockrey — Woman’s Hospital — 10. 

P. Brooke BLanp — St. Joseph’s Hospital — g to ro. 

I’, Hurst Mater — St. Joseph’s Hospital — ro to 11. 
B. Evertrrt—Woman’s Medical College Hospital—r. 
Friday 

Tueo A. Erck — Gynecean Hospital — 10 to 1. 

Barton Cooke Hirst and Joun Cooke Hirst — How- 
ard Hospital — 11. 

Wituram E. Parke — Kensington Hospital — 11. 

I’. C. HamMMonD — Samaritan Hospital — 12 to 1. 

Joun A. McGLInn — St. Vincent’s Hospital. 

M. Loutse Diez — Woman’s Hospital — 9. 

CATHERINE MacFARLANE — Woman’s Hospital — to. 

Joun A. McGinn — St. Agnes’ Hospital — 9 to 12. 

ALFRED HEINEBERG — St. Agnes’ Hospital — 9 to 12. 

Saturday 

P. BrooKE BLAND — Jefferson Hospital — 11. 

Barton Cooke Hirst — University Hospital — 9. 

Joun G. Crark and staff — University Hospital — 9 to 12. 

Wit_mMEeR Krusen — Samaritan Hospital — 12 to t. 

Witi1am R. NicHotson — Polyclinic Hospital — 9 to 11. 


Days to be announced 
GrorGcE M. Boyp — Medico-Chirurgical and Philadelphia 
Lying-In Charity Hospitals. 
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ORTHOPEDIC SURGERY 


Monday 
J. T. Rucu and staff — Methodist Episcopal Hospital — 
4 to 5. 
A. B. Gitt — Episcopal Hospital — 2 to 5. 
Joserpu M. SPELLIssy — St. Joseph’s Hospital — 3 to 4 


Tuesday 
M. M. FRANKLIN—Philadelphia General Hospital—trr to 1. 
J. T. Rucu and staff — Methodist Episcopal Hospital — 
4 tos. 

H. A. WiLson and staff — Jefferson Hospital — 10. 

W. J. Tayior and staff — Orthopedic Hospital — 10 to 12. 
J. P. Mann — Medico-Chirurgical Hospital — 2 to 3. 
Harry Hupson and staff — Samaritan Hospital — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 


Wednesday 
G. G. Davis and staff — University Hospital — 2 to 4. 
J. T. RuGu and staff — Methodist Episcopal Hospital — 
to 5. 
A. B. Gitt — Episcopal Hospital — 9 to 12. 
Joseru M. SpELLIssy — St. Joseph’s Hospital — 2 to 4. 


Thursday 
H. A. WILson and staff — Jefferson Hospital — 11. 
G. G. Davis and _ staff — Orthopedic Hospital — 
to 12. 
J. P. Mann — Medico-Chirurgical Hospital — 1 to 3. 
J. K. Youne and staff — Polyclinic Hospital — 2 to 5. 
G. G. Davis and staff — University Hospital — 2 to 3. 


Friday 

J. T. Rucu and staff — Methodist Episcopal Hospital — 

4 to 5. 
G. G. Davis — Widener School — 2 to 4. 
G. G. Davis and staff — University Hospital — 2 to 3. 
J. K. Younc — Philadelphia General Hospital — 2 to 4. 
J. T. Rucu — Philadelphia General Hopsital — 11 to 1. 
DupLey J. Morton — Hahnemann Hospital — 11. 


Josep M. Spetiissy — St. Joseph’s Hospital — 2 to 4. 
Saturday 
A. P. C. AsHuurst and staff — Orthopedic Hospital — 
9 tort. 


H. A. Witson and staff — Jefferson Hospital — 11. 


GENITO-URINARY SURGERY 


Monday 


H. R. Loux and staff — Jefferson Hospital — 12 to r. 
A. A. Unie’ and Wa. H. Mackinney — German Hos- 
pital — 4 to 5. 
Tuesday 
I. H. Strer — Philadelphia Hospital — 2 to 3. 
B. A. Tuomas — Polyclinic Hospital — 2 to 3. 
H. R. Loux and staff — Jefferson Hospital — 12 to 1. 


Wednesday 
H. M.  Curistran — Medico-Chirurgical 
11 to 12. 
I. H. Srrer and staff — University Hospital — 12 to 1. 
Etwoop Krrpy — St. Mary’s Hospital — rr to 1. 
H. R. Loux and staff — Jefferson Hospital — 12 to r. 


Hospital — 


Thursday 
L. T. Asucrart — Hahnemann Hospital — 11 to 1. 
L. T. Homeopathic Hospital—2z to 3. 
H. R. Loux — Jefferson Hospital — 9 to ro. 
T. R. NErLson — University Hospital — 11 to 12. 
EpwarD Martin — University Hospital — 9 to to. 
I. H. Srrer and staff — University Hospital — 12 to 1, 
CHARLES Hirscu — Mt. Sinai Hospital — 2 to 3. 


Friday 
L. T. AsHcrart—Women’s Homeopathic Hospital—2 to 3. 
B. A. Tuomas — Polyclinic Hospital — 2 to 3. 
H. R. Loux and staff — Jefferson Hospital — 12 to 1. 
A. A. and Wn. H. Mackxtnney — German Hospital 
— 4 §. 


ROENTGENOLOGY 


Monday 


SIDNEY FELDSTEIN.—Jewish Hospital — 9 to 12. Obscure 
and interesting fractures. 

A. G. MILLER — German Hospital — rr to 1. 

Grorce E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 3:30. Roentgentherapy in the treatment of 
deep-seated malignant disease. 

W.S. Newcomet — Presbyterian Hospital — 2 to 3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 


Tuesday 

Daviy R. Bowen — Pennsylvania Hospital to 2. 
Fractures. 

FREDERICK C, Hutton — 1438 N. 15th St — 10 to 12. 
Organic lesions of the stomach and duodenum. 

W. F. Mances — Jefferson Hospital — 2 to 3. Pyelos- 
copy and pyelography. 

W.S. Newcomet — Presbyterian Hospital — 2 to 3. Bone 
lesions. Sinus cases (in conjunction with Dr. Stauffer). 


A. G. MILter — German Hospital — 11 to 1. 

Georce PranLter — Medico-Chirurgical Hospital — 
2:30 and 3:30. Roentgen diagnosis of gastric and 
duodenal lesions. Lantern slide demonstration. 


Wednesday 


W. F. Mances — Jefferson Hospital — 2 to 3. 
copy of the gastro-intestinal tract. 

A. G. MILLter — German Hospital — 11 to 1. 

W. S. Newcomet — Presbyterian Hospital— 2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 
Georce E. PFAHLER— Medico-Chirurgical Hospital— 
2:30 to 3:30. Roentgen diagnosis of gall-stones. 
Daviy R. BowEN — Pennsylvania Hospital—1 to 2. 
Bone and joint diseases. 

M. K. Fisher — Stetson Hospital — Joint diseases and 
radiography of the urinary tract. 

Jacos W. Frank — Hahnemann Hospital — 9. 


Fluoros- 
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Thursday 

Daviy R. BowEN — Pennsylvania Hospital—1 to 2. 
Surgical diseases of the thorax. 

SIDNEY FELDSTEIN — Jewish Hospital — 9 to 12. Tuber- 
culosis of the lungs. 

FREDERICK C, Hutton — St. Mary’s Hospital — 3 to 5. 
Intestinal pathology. 

A. G. MILLER — German Hospital — 11 to 1. 

W. F. Mances — Office — 2 to 3. Brain tumor and 
intracranial lesion. 

W. S. Newcomet — Presbyterian Hospital— 2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Friday 
Daviw R. BowEN — Pennsylvania Hospital — 12 to 1. 
he management of small and medium-sized hospital 
roentgen laboratories. 

W. F’. MANGEs — Office — 2 to 3. Roentgen examination 
of teeth as an aid to surgical diagnosis. 

W. S. Newcomet — Presbyterian Hospital— 2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 


A. G. MILLER — German Hospital — 12 to 1. 

GEorRGE E, PFAHLER — Medico-Chirurgical Hospital — 
2:30 to 2:30. Electro-coagulation in the treatment of 
malignant disease. 

M. K. Fisher — Stetson Hospital — Joint diseases and 
radiography of the urinary tract. 

Jacos W. FRANK — Hahnemann Hospital — 9. 


Salurday 

A. G. MILLER — German Hospital — 11 to 1. 

Davin R. Bowen — Pennsylvania Hospital — 11 to r. 
The management of small and medium-sized hospital 
roentgen laboratories. 

S. Newcomet — Presbyterian Hospital— 2 to 3. 
Bone lesions. Sinus cases (in conjunction with Dr. 
Stauffer). 

Days to be Announcel 

Henry K. PAncoast — University Hospital —g to 10 
Radium therapy; 3 to 4, Gastra-intestinal tract. 

W. S. Newcomet —Oncologic Hospital. Deep roent- 
gen therapy and radium therapy in advanced cancer 
cases. 


LABORATORY DEMONSTRATIONS 


Cuartes W. Bonney and JoHn DeCArto — Daniel 
Baugh Institute of Anatomy of Jefferson Medical 
College, J. Parsons Schaeffer, Director. Wednesday, 
9:30 to 11:30. The value of sections of the body in 
teaching surgical anatomy. 

Martin E. Renruss — Jefferson Hospital. Monday: 
Consideration of the analysis of gastric diseases by 
means of the fractional method, with special reference 
to the surgical considerations of this subject; technique 
of fractional analysis and the discussion of methods 
destined to throw light on the presence of an organic 
lesion; résumé of the findings characteristic of various 
gastric lesions; findings in ulcer of the stomach. 
Tuesday: The problem of gastric carcinoma from the 
standpoint of (intragastric technique; fractional 
analysis of gastric carcinoma; the study of the protein 
curve in this condition; differential diagnosis between 
benign and malignant achylia. Wednesday: Study 
of cholelithiasis; studies on the cholesterol content of 
the blood serum in this disease; duodenal intubation 
fecal studies; a consideration of our diagnostic re- 
sources in this condition. ‘Thursday: New studies 
in dietetics based on the study of various food stuffs 
in the stomach with special reference to their applica- 
tion in surgical conditions; résumé post-operative 
results in gastric disease. 

Damon B. PFEIFFER — German Hospital — Monday and 
Friday, 3. 


a Lyon — German Hospital — Monday and Fri- 

day, 2. 

Drs. SAPPINGTON, ELLiott, Betrs and NAGEL — Hahne- 
mann Hospital — Wednesday an: Friday, 9. 

J. E. Sweetr—Oncologic Hospital — Wednesday, 2. 
Tumor growth influenced by diet. 

C. B. LONGNECKER — Oncologic Hospital — Monday and 
Thursday, 4:30. Demonstration of photographic, 
photo-micrographic and color work, with special 

reference to hospital photography. 

G. J. Saxon —Oncologic Hospital — Wednesday and 
Friday, 2. Laboratory technique, especially new de- 
velopments in the Abderhalden reaction. 

Paut A. Lewis, RusseLt RicHarpson, and H. S. New- 
COMER — Pennsylvania Hospital — Daily. Demon- 
strations in pathology and bacteriology. 

Jerrerson MepicaL — Pathological Museum — 
Daily, 8:30 to 5. 

A. Hewson — Polyclinic Hospital — Thursday, 4. Ex- 
periments with small arm bullets on cadaver. Pres- 
e:vation of anatomical material. Methods of injec- 
tion of eye by metallic silver. 

B. A. Tuomas — Polyclinic Hospital — Thursday, 2. 
Index of elimination of indigocarmine as a guide to 
kidney sufficiency, 

Jay F. Scuamperc — Polyclinic Hospital — Friday, 2 
to 4. Laboratory and clinical aspects of salvarsan 
therapy. 


SURGERY OF THE EYE 


Monday 


WILt1AM CAMPBELL Posey — Howard Hospital — 2. 
S. LEwis ZIEGLER — Wills Eye Hospital — 2. 
SAMUEL D. RisLEY — Wills Eye Hospital — 2. 
— Wills Eye Hospital — 2. 
Wiu1am M. Sweet — Wills Eye Hospital — 3. 
Pau. Pontius — Wills Eye Hospital — 2. 

Wititam T. SHOEMAKER — German Hospital — 1. 
Pau Pontius — St. Joseph’s Hospital — 3:30. 
FREDERICK Krauss — Episcopal Hospital — 2. 


Louris Love — St. Mary’s Hospital — 3. 

AARON Brav — Jewish Hospital — 3. 

E. D. Funk — Jefferson Hospital — 2. 

Mary BucHaNAN — Woman’s Medical College Hospital 
— 2. 


Tuesday 
WitiramM T. SHOEMAKER — Pennsylvania Hospital — 2. 
GerorceE S. Crampton — Pennsylvania Hospital — 2. 
Puitrep H. Moore — Methodist Episcopal Hospital — 4. 
W. SPEAKMAN — Hahnemann Hospital — 2. 
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WitiiaM CaMPBELL Posey — Wills Eye Hospital — 2. 

P. N. K. Schwenk — Wills Eye Hospital — 1:30. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 

Mary BucHanan — Woman’s Hospital — 2. 

G. Oram Rinc — Episcopal Hospital — 2. 

WENDELL REBER — Samaritan Hospital — 4 to 5. 
Aaron Brav — Lebanon Hospital — 2. 

H. F. Hansert — Philadelphia General Hospital — 2 


to 3. 

RapcuiFre and J. M. Griscom — Presby- 
terian Hospital — 2. 

C. P. FRANKLIN — Stetson Hospital — 1. 

G. E. pE Scuwernitz and J. T. CARPENTER — University 
Hospital — 3. 

G. E. DE ScHWEINITz — University Hospital — 5. 

Joun A. Bropuy — St. Agnes’ Hospital — 1 to 4. 


Wednesday 
WitiiAm T. SHOEMAKER — German Hospital — 1. 
Cuartes W. LEFEveErR and S. J. GirTELSOoN — Mt. Sinai 
Hospital — 3. 
L. WeBsTER Fox — Medico-Chirurgical Hospital — 1. 
S. Lewis ZIEGLER — Wills Eye Hospital — 2. 
SAMUEL D. RISLEY — Wills Eye Hospital — 2. 
McCuiuney — Wills Eye Hospital — 3. 
Wituram M. Sweet — Wills Eye Hospital — 2. 
Pau Pontius — Wills Eye Hospital — 2. 
WENDELL REBER — Polyclinic Hospital — 1. 
WILLIAM ZENTMAYER — Polyclinic Hospital — 4. 
Wituram T. SHOEMAKER — German Hospital — 1. 
Cares J. Jones — St. Joseph’s Hospital — 3. 
Miriam M. Butt — Woman’s Hospital — 2. 
H. G. GoLpBERG — Episcopal Hospital — 2. 
Louis Love — St. Mary’s Hospital — 4. 
J. C. Knipe — Jewish Hospital — 2. 
JouNn 4 CroskEy — Philadelphia General Hospital — 2 


to 

"A. Saumway — Philadelphia General Hopsital— 
3 to4. 

T. B. Hottoway, H. M. LANGpoNn and Cart WILLIAMS 
— University Hospital — 5. 


Thursday 
Pattie H. Moore — Methodist Episcopal Hospital —4. 
Joun A. Bropny — St. Agnes’ Hospital — 4. 
J. C. Knipe — Jefferson Hospital — 3. 
Witiiam T. SHOEMAKER — Pennsylvania Hospital — 2. 
GEoRGE S. CRAMPTON — Pennsylvania Hospital — 2. 
Witir1AmM CAMPBELL Posey — Wills Eye Hospital — 2. 
P. N. K. Scowenk — Wills Eye Hospital — 1:30. 
C. P. FRANKLIN — Stetson Hospital — 1. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 
Mary Bucuanan — Woman’s Hospital — 2. 
FREDERICK Krauss — Episcopal Hospital — 2. 
Aaron Brav — Lebanon ee: — 2. 
James THORINGTON and J. M. Griscom — Presbyterian 
Hospital — 2. 
G. E. pE ScHwernitz and E. A. Soumway — University 
Hospital — 3: 
H. F. HAnsevt — Philadelphia General Hospital — 2 to 3. 


Friday 


H.F.HANsELL and M. Sweet — Jefferson 
Hospital — 2:45. 

S. Lewis ZIEGLER — Wills Eye Hospital — 2. 

SAMUEL D. RIsLeY — Wills Eye Hospital — 2. 

McCtuney RADCLIFFE — Wills Eye Hospital — 2. 

Pau. Pontius — Wills Eye Hospital — 2. 

E. A. pelo and H. M. Lancpon — Children’s Hos- 
pital — 2. 

WENDELL REBER — Polyclinic Hospital — 1. 

Wi.iiamM T. SHOEMAKER — German Hospital — 1. 

CHARLES J. JonES — St. Joseph’s Hospital — 3. 

Louis Love — St. Mary’s Hospital — 4. 


Saturday 
WituiAmM T. SHOEMAKER — Pennsylvania Hospital — 2. 
GEORGE S. CRAMPTON — Pennsylvania Hospital — 2. 
P. N. K. ScowENK — Wills Eye Hospital — 1:30. 
WILLIAM ZENTMAYER — Wills Eye Hospital — 2. 
Aaron Brav — Lebanon Hospital — 2. 
CAMPBELL Posey — Wills Eye Hospital — 2. 
WILLIAM ZENTMAYER — Polyclinic Hospital — 3 to 4. 


SURGERY OF THE EAR, NOSE, AND THROAT 


Monday 


Cuartes Grayson — University Hospital — 2. 
R. SKILLERN — Medico-Chirurgical Hospital — 2. 
I. Jones — Philadelphia General Hospital — 2. 
MarGaRET BuTLER — Woman's Hospital — 2. 
Curtis Eves — Episcopal Hospital — 2. 

Carte LEE Fett — Stetson Hospital — 1. 

RatpH BuTLeR — Polyclinic Hospital — 3 to 5. 


Tuesday 


F, R. Packarp — Pennsylvania Hospital — 2. 

D. B. Kyte — Jefferson Hospital — 12. 

Butter and James A. Bassitr — German Hos- 

pital — 1:30. 

I. G. SHattcross and H. S. WEAvER — Hahnemann 
Hospital — 2:30. 

R. SKILLERN — Medico-Chirurgical Hospital — 2. 

Frep W. Smita and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

CHARLES C. BrEDERT — Episcopal Hospital — 2. 

Laura E. Hunt — Woman’s Hospital — 2. 

WaLTER Roperts — Methodist Episcopal Hospital 


Hupson MAkvuEN — Polyclinic Hospital — 2. 


Louis J. Burns and WitiiamM P. Grapy — St. Mary’s 
Hospital — 3 to 5. 
BENJAMIN D. PArRiIsH — St. Agnes’ Hospital — 1 to 4. 


Wednesday 

WALTER RoBeErtTs — Polyclinic Hospital — 2. 

R. SKILLERN — Medico-Chirurgical Hospital — 2. 

CarLE LEE Fett — Stetson Hospital — 1. 

I.G.SHaticross and H. S. Weaver — Hahnemann 
Hospital — 2:30. 

Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. 

Curtis Eves — Episcopal Hospital — 3. 

Henry C. Orr — Oncologic Hospital — 2. 

D. BrapeNn KyLE — Jefferson Hospital — 10. 

GrorceE M. Joseph’s Hospital — 8 
to Io. 

Marcaret BuTLerR — Woman’s Medical College Hospital 

J. Lestre Davis — St. Agnes’ Hospital — 1 to 4. 


Thursday 
I.G.SHattcross and H. S. Weaver — Hahnemann 
Hospital — 2:30. 
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Frep W. Smita and Oscar SEELEY — Hahnemann Hos- Frep W. SmitH and Oscar SEELEY — Hahnemann Hos- 
pital — 2:30. pital — 2:30. 

Cartes C. BreDERT — Episcopal Hospital — 2. GILBERT J. PALEN — Hahnemann Hospital. 

WALTER RosBeErts — Methodist Episcopal Hospital — 3. Cartes C, BrepERT — Episcopal Hospital — 2. 

Laura Hunt — Woman’s’ Medical College Hospital — 3. MARGARET WARLOw — Woman’s Hospital — 2. 

Louis J. Burns and P. Grapy — St. Mary’s GrorcE M. MARSHALL — St. Joseph’s Hospital — 8 to 10. 


Hospital — 3 to 5. J. Lestie Davis — St. Agnes’ Hospital — 1 to 4. 
D. BrapEN KyLEe — Jefferson Hospital — 12. 
A. W. Watson — Polyclinic Hospital — 2 to 4. Saturday 
BENJAMIN D. ParrisH — St. Agnes’ Hospital — 1 to 4. GrorcE M. Coates — Polyclinic Hospital — 2 to 3. 

- Louis J. Burns and Witttam P. Grapy — St. Mary’s 
Friday Hospital — 3 to 5. 

MacCuen SmitH — Jefferson Hospital — 1:30. 
GrorGE M. Coates — Pennsylvania Hospital — 1. Days to be announced 
I.G.SHattcross and H. S. ALEXANDER RANDALL — University Hospital. 

Hospital — 2:30. Cares P, Grayson — Medico-Chirurgical Hospital. 


PRELIMINARY PROGRAM OF EVENING SESSIONS 
GENERAL SurRGICAL Division—lIn the Ball Room of the Bellevue-Stratford, at 8 p.m. 


Presidential Meeting, Monday, October 23 


Address of Welcome: RoBert G. LEConre, M.D., Philadelphia, Chairman of Committee on Arrangements. 
Cartes H. Mayo, M.D., Rochester, Minn.: Address of retiring president. 


Inauguration of President FRED BATEs Lunp, M.D., Boston; and Vice-Presidents JASPER HALPENNY, M.D., 
Winnipeg, and S. M. D. CLarx, M.D., New Orleans. 


Presidential address by FrED Bates Lunp, M.D., Boston: The Indications of Cholecystectomy. 
J. M. T. Finney, M.D., Baltimore: Drainage of the Gall Bladder. 


CHARLES H. Mayo, M.D., Rochester, Minn.: Cholecystostomy vs. Cholecystectomy. 
Discussion: J. C. DaCosta, M.D., and Joun B. Deaver, M.D., Philadelphia. 


Tuesday, October 24 


DEAN LEwIs, M.D., Chicago: Fat and Fascia Transplantation. 
Discussion: FRANcis T. STEWART, M.D., Philadelphia. 


J. BENTLEY Squier, M.D., New York City: Kidney Surgery. 

Wit.iaM F. Braascu, M.D., Rochester, Minn.: Recent Methods in Kidney Diagnosis. 
BRANSFORD Lewis, M.D., St. Louis: Diagnosis of Ureter Diseases with Their Surgery. 
J. T. Geracuty, M.D., Baltimore: Diseases of the Bladder. 


Epwin BEeEr, M.D., New York City: The Treatment of Benign Vesical Papillomata, Including Endo- 
vesical and Operative Methods. 
Discussion: EpwArD MartIN, M.D., Philadelphia. 


Wednesday, October 25 


Tuomas S. CuLLEN, M.B., Baltimore: Methods of Draining Where Pelvic Infections Exist. 
Discussion: E. E. Montcomery, M.D., Philadelphia. 

J. Wuirrince WitiiAms, M.D., Baltimore: The Abuse of Caesarean Section. $ 
Discussion: Epwarp P. Davis, M.D., Philadelphia. : 

GeEorGE G. Warp, Jr., M.D., New York City: Treatment of Inaccessible Vesico-vaginal Fistulz. 
Discussion: Joun G. Crark, M.D., Philadelphia. 

C. Jerr Mitter, M.D., New Orleans: Surgical Treatment of Puerperal Pyzemia. 
Discussion: BARTON C. Hirst, M.D., Philadelphia. 

Tuomas J. Watkins, M.D., Chicago: Cystocele and Prolapse. 
Discussion: Brooke M. Anspacu, M.D., Philadelphia. 


‘ 
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Thursday, October 26 

C. A. Porter, M.D., Boston: Surgery of the Peripheral Nerves. 

Discussion: Cuartes H. Frazier, M.D., Philadelphia, and Joun H. Gipson, M.D., Philadelphia. 
Witty Meyer, M.D., New York City: Cancer of the Breast. 
Witui1Am J. Mayo, M.D., Rochester, Minn.: Cancer of the Stomach. 

Discussion: FREDERICK W. PARHAM, M.D., New Orleans. 
GeorceE E. Armstronc, M.D., Montreal, Canada: Cancer of the Large Bowel. 

Discussion: Stuart McGuire, M.D., Richmond, and E. WyLttys ANpREws, M.D., Chicago. 
James T. Case, M.D., Battle Creek, Mich.: Treatment of Cancer by X-ray. 

Discussion: GrorGcE E. PrAHLeR, M.D., Philadelphia. 


DIVISION OF SURGICAL SPECIALITIES—At the Bellevue-Stratford, at 8 p.m. 
Tuesday, October 24 


Symposium on Ophthalmic Surgery: 
W. R. Parker, M.D., Detroit: The Present Status of Corneoscleral Trephining (Elliot’s Operation) 
in Glaucoma. 
Discussion: L. Wesster Fox, M.D., Philadelphia. 
ARNOLD Knapp, M.D., New York City: The Intracapsular Methods of the Extraction of Cataract, 
Being a Review of the Various Procedures. 
Discussion: Howarp F. HAnsett, M.D., Philadelphia. 


Wednesday, October 25 


Symposium on Rhinological and Laryngological Surgery: 
CHEVALIER Jackson, M.D., Pittsburgh: Some New Developments in Bronchoscopy. 
R. Cirype Lyncu, M.D., New Orleans: The Technique of Suspension in Bronchoscopy and (sopha- 
goscopy. 
Harris P. Mosuer, M.D., Boston: The Webs and Pouches of the Upper End of the @sophagus. 
Discussion: D. BrapEN Kyte, M.D., Georce M. Coates, M.D., Curtis C. Eves, M.D., 
Philadelphia. 


Pusiic MeEetInG, Friday, October 27, in Withesspoon Hall, at 8 p.m. 


Under combined auspices of the Philadelphia County Medical Society, the Department of Public — 
Health and Charities, and the Clinical Congress of Surgeons of North America. 
Weston A. Price, M.D., Cleveland: Care of the Teeth (Illustrated by lantern and cinematograph). 
Josepu C. BLoopcoop, M.D., Baltimore: Diagnosis of Cancer. 
Rosert W. Lovett, M.D., Boston: Description and Illustration of Curable Deformities and the Import- 
ance of Their Proper Treatment. 


. 
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REPORT ON END-RESULTS OF CASES OPERATED ON AT THE SIXTH 
ANNUAL SESSION OF THE CLINICAL CONGRESS OF SURGEONS 


HeELp At Boston, OCTOBER 25 TO 29, 1915 


In accordance with a vote passed by the Committee on Arrangements for the Boston Session of 
the Clinical Congress of Surgeons, adopting a follow-up system in connection with all cases operated 
on before the Congress, and directing the appointment of a subcommittee on end-results, to ascer- 
tain, report, and publish the results obtained, the following report is submitted by the committee. 


Wa C. Howe, Chairman 
FREDERICK J. COTTON 
E. CHENERY 
Emma B. CULBERTSON 
Joun H. CunNINGHAM, JR. 
ARTHUR L. CHUTE 


Hivsert F. Day 
GEORGE S. DERBY 
Joun Homans 
Cuar_Les T. Howarp 
RicHarD H. MILLER 


Lincotn Davis, Secretary, ex-officio. 


Francis S. NEWELL 
F. A. PEMBERTON 
STEPHEN RUSHMORE 
ROBERT SOUTTER 
JAMEs S. STONE 


W. J. MIxTER 


BOSTON CITY HOSPITAL 
One Hundred and Eleven Cases 
Surgical Service 

Case 1. No. 327701. Age 25, F. Came for the relief 
of pain in right lumbar region, with nausea and vomiting. 
Pre-operative diagnosis, tuberculous kidney or perirenal 
abscess. Operation, Oct. 26, ether, Dr. Paul Thorndike, 
nephrotomy. Pus in kidney and several small stones. 
Post-operative diagnosis, renal calculi. Complications, 
none. Discharged Nov. 27, wound healed. X-ray showed 
several shadows still present. Late result, Aug., 1916, 
patient writes she is well and strong; wound is healed, and 
she has gained weight. 

Case 2. No. 327903. Age 65, M. Hydrocele. Opera- 
tion, Oct. 26, ether, Dr. Paul Thorndike, excision of sac. 
Complications, post-operative haemorrhage; patient re- 
etherized and several bleeders tied. Discharged Nov. 109, 
wound healed. Result, Aug., 1916, considerable thicken- 
ing of the cord; on the upper lobe of the testis is a fluctuat- 
ing swelling. The patient is free from trouble and satisfied 
with result. 

CAsE 3. No. 327996. Age 26, M. Prostatic abscess. 
Operation, Oct. 29, ether, Dr. Paul Thorndike, incision 
and drainage of pus through perineum. Post-operative 
diagnosis, same. Complications, none. Discharged 
Nov. 13, wound almost healed. 

Case 4. No. 327721. Age 41, M. Pain, nausea, and 
gas. Pre-operative diagnosis, duodenal ulcer. Operation, 
Oct. 25, ether, Dr. J. B. Blake, posterior gastro-enteros- 
tomy. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 16, wound healed; no symptoms. 
Result, July, 1916, no symptoms except occasionally gas 
in stomach; working since Dec. 1; scar firm; examination 
negative. 

CasE 5. No. 322392. Age 43, M. Fracture, neck of 
femur. Operation, Oct. 25, ether, Dr. J. B. Blake, removal 
of spike which had been inserted to hold fragments. Com- 
plications, none. Discharged Dec. 18, one-half inch 
shortening; using crutches. 

CasE 6. No. 327800. Age 41, F. Pain in left lower 
quadrant with vomiting. Pre-operative diagnosis salpin- 
gitis. Operation, Oct. 25, ether, Dr. J. B. Blake, double 
salpingo-oophorectomy. Right ovarian cyst; left tubo- 


ovarian mass. Post-operative diagnosis, same. Compli- 
cations, none. Discharged Nov. 28, wound healed; no 
symptoms. Result, July, 1916, has gained 16 pounds; no 
symptoms except occasional headache. 

CasE 7. No. 327367. Age 45, M. Varicose veins. 
Operation, Oct. 27, ether, Dr. J. B. Blake, multiple ligations 
with excision of veins. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 15, wound healed. 
Result, July, 1916, no symptoms; excellent result. 

Case 8. No. 327699. Age 49, F. Supracondylar 
fracture of humerus. Operation, Oct. 27, ether, Dr. J. B. 
Blake, reduction by manipulation. Complications, none. 
Discharged Nov. 7, relieved; arm in acute flexion. 

Case 9. No. 327971. Age 50, M. Epithelioma of lip. 
Operation, Oct. 29, intratracheal ether, Dr. J. B. Blake, 
excision of growth and dissection of neck. Post-operative 
diagnosis, same, with metastasis in lymph-nodes. Com- 
plications, none. Discharged Nov. 13, wound in neck 
healed by first intention; in lip by second intention. 

CasE 10. No. 327949. Age 42, M. Sore on lower lip, 
8 months’ duration. Pre-operative diagnosis, epithelioma. 
Operation, Oct. 29, ether, Dr. J. B. Blake, excision, Com- 
plications, none. Discharged, Nov. 8, wound almost 
entirely healed. 

CasE 11. No. 327699. Age 40, F. General weakness. 
Pre-operative diagnosis, tumor of abdominal wall. Opera- 
tion, Oct. 29, novocaine, Dr. J. B. Blake, incision of abscess 
of abdominal wall. Post-operative diagnosis, abscess. 
Complications, none. Discharged Nov. 27, wound healed. 
Result, July, 1916, unable to walk or sit up; right leg 
drawn up; passes small stones occasionally. 

CasE 12. No. 327989. Age 25,M. Pain in right lower 
quadrant with vomiting. Pre-operative diagnosis, acute 
appendicitis. Operation, Oct. 29, Dr. J. B. Blake, appen- 
dectomy. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 12, wound healed; condition 
excellent. 

CasE 13. No. 327248. Age 29, M. Epigastric pain; 
vomiting; tarry stools. Pre-operative diagnosis, duodenal 
ulcer. Operation, Oct. 26, ether, Dr. F. B. Lund, posterior 
gastro-enterostomy. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 8, condition 
excellent; wound healed. Result, Aug., 1916, scar solid; 
eats everything and feels well; working regularly as a tailor. 
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CasE‘14. No. 327702. Age 27, M. Eructation of gas; 
epigastric pain; loss of weight; fainting spells. Pre- 
operative diagnosis, duodenal ulcer. Operation, Oct. 26, 
ether, Dr. F. B. Lund. Stomach and gall-bladder normal; 
appendix injected and adherent. Appendectomy. Post- 
operative diagnosis, chronic appendicitis. Complications, 
none, Discharged Nov. 8, wound healed. 

Case 15. No. 327057. Age 76, F. Lump in left breast. 
Pre-operative diagnosis, carcinoma of breast. Opera- 
tion, Oct. 26, ether, Dr. F. B. Lund, amputation of breast; 
dissection of axilla. Post-operative diagnosis, same; 
metastasis in lymph-nodes. Complications, none. Dis- 
charged Nov. 9, wound healed. 

CAsE 16. No. 327825. Age 26, F. 
Pre-operative diagnosis, ovarian cyst. Operation, Oct. 26, 
ether, Dr. F. B. Lund, removal of ovarian cyst. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 12, condition excellent; wound healed. 
Result, Aug., 1916, scar solid; some indefinite pelvic pain; 
question of adhesions. 

Case 17. No. 327802. Age 32, M. Comminuted 
fracture of femur. Operation, Oct. 28, ether, Dr. F. B. 
Lund, application of bone band. Post-operative diagnosis, 
same. Complications, some post-operative shock for 
twenty-four hours. Discharged Nov. 18, wound healed; 
fragments in excellent position; using crutches. Result, 
Aug., 1916, patient walks with a cane, not examined. 

CasE 18. No. 327537. Age 39, M. Fracture of both 
bones of leg. Operation, Oct. 28, ether, Dr. F. B. Lund, 
application of bone band to tibia. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 20, 
wound healed; fracture in good position; crutches. Result, 
Mar., 1916, band removed on account of slight swelling; 
May, 1916, union and practically perfect position. 

CasE 19. No. 327933. Age 49, M. Nausea, vomiting, 
and epigastric pain. Pre-operative diagnosis, carcinoma 
of stomach. Operation, Oct. 29, ether, Dr. F. B. Lund, 
large nodular mass filling half of stomach; inoperable; 
exploratory laparotomy. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 16, wound healed. 
Died about three months after operation. 

CASE 20. No. 327556. Age 45, M. 
in epigastrium; eructation of gas. Pre-operative diagnosis, 
epigastric hernia. Operation, Oct. 27, ether, Dr. E. H. 
Nichols, hernia repaired; stomach normal. ’Post-opera- 
tive diagnosis, same. Complications, none. Discharged 
Nov. 14, wound healed. Result, July, 1916, well until 
two or three months ago when he began to have pain after 
eating; loss of appetite; nausea; mucus in stools. For a 
week has been unable to work; examination negative. 

CASE 21. No. 326416. Age 30, M. Oct. 9, suture of 
perforated ulcer of anterior wall of pylorus, gastro-enter- 
ostomy planned for Oct. 27. Pre-operative diagnosis, 
gastric ulcer. Operation, Oct. 27, ether, Dr. E. H. Nichols, 
posterior gastro-enterostomy. Complications, tonsillitis. 
Discharged Nov. 18, relieved; condition excellent. Result, 
July, 1916, no trouble except muscular rheumatism and 
some gastric pain about four weeks ago. 

CASE 22. No. 327834. Age 41, M. Tumor of breast, 
15 months’ duration. Pre-operative diagnosis, carcinoma. 
Operation, Oct. 25, ether, Dr. H. A. Lothrop, amputation 
of breast; dissection of axilla. Post-operative diagnosis, 


Tumor of abdomen. 


same. Complications, none. Discharged Nov. 5, wound 
healed. 
CasE 23. No. 327046. Age 20, M. Fracture of pelvis; 


rupture of urethra. External urethrotomy Oct. 12. 
Operation, Oct. 25, ether, Dr. H. A. Lothrop, catheter 
passed. Complications, secondary urethrotomy on ac- 
count of stricture, Nov. 10. Discharged Feb. 10, 1916, 
relieved. Result, July, 1916, not able to work on account 


Pain and swelling © 


of pain and weakness in region of pubes. Urethral con- 
dition good; X-ray shows sound healing of pelvis; not much 
deformity. 

Case 24. No. 327835. Age 46, M. Carbuncle on neck. 
Operation, Oct. 25, gas, Dr. H. A. Lothrop, incision. Dis- 
charged Nov. 4, relieved, wound granulating. 

Case 25. No. 327997. Age 41, M. Pain in right lower 
quadrant. Pre-operative diagnosis, acute appendicitis. 
Operation, Oct. 28, ether, Dr. H. A. Lothrop, appendec- 
tomy. Post-operative diagnosis, same. Appendix per- 
forated, with peritonitis. Complications, none. Dis- 
charged, Nov. 16, relieved, with small sinus. Result, 
July, 1916, working since Jan.; cannot do heavy lifting; 
examination shows a weak place in scar; no hernia. 

CasE 26. No. 327954. Age 43, F. Pain in lower 
abdomen. Pre-operative diagnosis, probably appendicitis. 
Operation, Oct. 29, ether, Dr. H. A. Lothrop, drainage of 
pelvic abscess; appendix not found. Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
27, relieved; small sinus. Result, July, 1916, troubled 
with constipation since operation; no other symptoms. 

27. No. 327640. Age 58,F. Procidentia. Opera- 
tion, Oct. 26, ether, Dr. Frederick J. Cotton, vaginal 
hysterectomy; perineorrhaphy. Complications, recur- 
rence of cystocele. Discharged Nov. 29, general condition 
good; wearing pessary. 

Case 28. No. 327749. Age 44, M. Bleeding from rec- 
tum, with loss of weight. Pre-operative diagnosis, ? of 
carcinoma of sigmoid. Operation, Oct. 26, ether, Dr. 
Frederick J. Cotton, sigmoid thickened, no ’sign of car- 
cinoma, appendicectomy. Post-operative diagnosis, 
colitis. Complications, none. Discharged Nov. 18, 
small sinus. Under irrigations colitis with attendant 
mucus and blood entirely disappeared. On account of 
inconvenience from the occasional reopening of appendix 
stoma operation for removal of appendix was done July 20, 
1916. 

CASE 29. No. 327822. Age 4, M. Club-foot. Opera- 
tion, Oct. 26, ether, Dr. Frederick J. Cotton, incision of 
plantar fascia; foot put upin plaster. Complications, none. 
Discharged Nov. 6, wound healed; crutches. 

CAsE 30. No. 327750. Age 50. Ascites with jaundice. 
Pre-operative diagnosis, cirrhosis of liver. Operation, 
Oct. 26, ether, Dr. Frederick J. Cotton, omentopexy. 
Complications, bronchopneumonia; peritonitis. Dis- 
charged Oct. 20, dead. Autopsy showed peritonitis and 
bronchopneumonia. 

CAsE 31. No. 327931. Age 3, M. Fracture of femur, 
with overriding. Operation, Oct. 28, ether, Dr. Frederick 
J. Cotton, application of bone band. Complications, none. 
Discharged Dec. 14, wound healed; fragments in good 
position. 

CasE 32. No. 327727. Age 40, F. Fractured fibula, 
“Cotton” fracture. Operation, Oct. 28, ether, Dr. Freder- 
ick J. Cotton, reduction by manipulation; plaster. Com- 
plications, none. Discharged Nov. 6, fragments in good 
position; plaster and crutches. Result, Aug., 1916, no 
evident deformity; no limp; working. 

CASE 33. No. 327483. Age 25, F. Fracture of jaw. 
Operation, Oct. 28, ether. Dr. Frederick J. Cotton, wiring 
of fragments. Complications, none. Discharged Nov. 10, 
relieved; went to dentist. Result, July, 1916, slight 
deformity; excellent result. 

CasE 34. No. 327929. Age 50, F. Fracture of neck 
of femur. Operation, Oct. 28, ether, Dr. Frederick J. 
Cotton, impaction of fragments. Complications, con- 
junctivitis; ischiorectal abscess. Discharged Dec. 6, 


general condition weak; using crutches. Result, July, 1916, 
not as yet a very useful result; still uses a crutch: X-ray 
shows solid union; good position; question whether union 


CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA 15 


is strictly bony; patient feeble; not able to make use of 
what function she has. 

CasE 35. No. 327305. Age 10, M. Fracture of both 
bones of forearm; poor position. Operation, Oct. 29, ether, 
Dr. Frederick J. Cotton, open reduction. Complications, 
sepsis, with loss of position of fragments. Discharged 
Nov. 30, poor position; to return later. Result, Aug. 
1916, considerable scar; some limitation of dorsal flexion 
and little deformity. 

CaAsE 36. No. 328034. Age 23, M. Inguinal hernia. 
Operation, Oct. 29, ether, Dr. Joshua C. Hubbard, Fer- 
guson operation. Complications, none. Discharged 
Nov. 12, wound healed. Result, Aug., 1916, wound solid; 
no impulse. 

CASE 37. No. 327887. Age 38, F. Empyema. Opera- 
tion, Oct. 25, ether, Dr. David D. Scannell, resection of 
rib; drainage. Complications, none. Discharged Nov. 23, 
relieved; small sinus. Result, July, 1916, wound healed; 
considerable retraction of chest; general condition fair; 
has not regained her strength. 

CASE 38. No. 327136. Age? F. Salpingitis. Opera- 
tion, Oct. 25, ether, Dr. David D. Scannell, salpingec- 
tomy. Post-operative diagnosis, acute salpingitis. Com- 
plications. none, Discharged Nov. 13, relieved; wound 
healed. Result, July, 1916, no pelvic symptoms; has 
been recently operated upon for hernia of considerable 
size in the abdominal scar. 

CAsE 39. No. 327856. Ageo, M. Acute appendicitis. 
Operation, Oct. 25, ether, Dr. David D. Scannell, appen- 
dectomy. Complications, none. Discharged Nov. 9, 
relieved; wound healed. Result, Aug., 1916, perfect. 

CAsE 40. No. 329292. Age 4o,F. Pre-operative diag- 
nosis, gall-stones. Operation, Oct. 28, ether, Dr. David 
D. Scannell, gall-bladder normal, appendectomy. Post- 
operative diagnosis, chronic appendicitis. Complica- 
tions, none. Discharged Nov. 13, relieved; wound 
healed. Result, Aug., 1916, relieved but not cured; still 
has occasional attacks suggestive of gall-bladder disease; 
repeated X-ray examinations negative. 

CAsE 41. No. 327979. Age 24, F. Appendicitis. Opera- 
tion, Oct. 28, ether, Dr. David D. Scannell, appendectomy. 
Post-operative diagnosis, same. Complications, none. 
Discharged, Nov. 11, wound healed; relieved. Result, 
Aug., 1916, perfect. 

Case 42. No. 327903. Age ?, M.  Epididymitis, 
probably tuberculous. Operation, Oct. 28, ether, Dr. 
David D. Scannell, epididymectomy. Post-operative 
diagnosis, chronic inflammation, no evidence of tubercu- 
losis. Complications, none. Discharged Nov. 8, relieved; 
wound healed. Result, Aug., 1916, perfectly healed scar; 
no evidences of tuberculosis; no symptoms. 

CAsE 43. No. 327978. Age 42, F. Pre-operative 
diagnosis, appendicitis; periplyloric adhesions. Opera- 
tion, October 28, ether, Dr. David D. Scannell, appen- 
dectomy. Post-operative diagnosis, chronic appendicitis. 
Complications, none. Discharged Nov. 10, relieved; 
wound healed. Result, Aug., 1916, no symptoms; result 
perfect. 

Case 44. No. 327977. Age1o,F. Pain in right lower 
quadrant. Operation, Oct. 29, ether, Dr. David D. 
Scannell, appendectomy. Complications, none. Dis- 
charged Nov. 9, relieved; wound healed. Result, Aug., 
1916, perfect. 

CasE 45. No. 327732. Age4o, M. Fracture of patella. 
Operation. Oct. 27, ether, Dr. Walter C. Howe, suture 
of capsule. Complications, none. Discharged Nov. 24, 
wound healed; crutches. Result, June, 1916, about 15° 
limitation of flexion. 

Case 46. No. 326773. Age 65, M. Ulcer of foot; 
gangrene. Operation, Oct. 27, ether, Dr. Walter C. Howe, 


amputation. Complications, sloughing of flaps; re-am- 
putation at mid-thigh; femoral artery sclerotic. Dis- 
charged Dec. 5, wound healed. Result, June, 1916, 
letter states wound healed; patient in best of health. 

Case 47. No. 327901. Age 40, M. Lipoma of foot. 
Operation, Oct. 29, ether, Dr. Walter C. Howe, excision 
of tumor. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 4, wound healed. Result, 
June, 1916, no symptoms; no disturbance of function. 

Case 48. No. 327557. Age65,M. Hypertrophied pros- 
tate. Operation, Oct. 26, gas and oxygen, ether, Dr. 
Horace Binney, suprapubic prostatectomy. Post-operat- 
ive diagnosis, adenoma. Complications, none. Dis- 
charged Dec. 23, wound healed. Result, July, 1916, no 
pain or frequency; passes good stream; occasionally slight 
leakage from small sinus in the wound; general condition 
fairly good. 

CasE 49. No. 327704. Age 50, M. Tuberculous epi- 
didymitis. Operation, Oct. 26, novocaine, Dr. Horace 
Binney, veins ligated and cut. ’Post- -operative diagnosis, 
varicocele. Complications, none. Discharged Nov. 6, 
wound healed. Result, July, 1916, barely discernible scar 
in scrotum; general condition poor; tuberculosis of lungs. 

CasE 50. No. 327886. Ages5o0,M. Acute epididymitis. 
Operation, Oct. 26, ether, Dr. Horace Binney, epididymot- 
omy. Complications, wound infection followed by ne- 
crosis of testis requiring orchidectomy. Discharged 
Dec. 8, wound healed. 

CASE 51. No. 327953. Age22,M. Acute epididymitis. 
Operation, Oct. 29, ether, Dr. Horace Binney, epididy- 
motomy; pus found. Complications, none. Discharged 
Nov. 9, condition excellent. 

Case 52. No. 327560. Age 49, M. Hypertrophied 
prostate; preliminary cystotomy Oct. 19. Operation, 
Oct. 26, ether, Dr. J. H. Cunningham, Jr., suprapubic 
prostatectomy. Post-operative diagnosis, carcinoma of 
prostate. Complications, none. Discharged Nov. 8, 
general condition excellent; small suprapubic sinus. Re- 
sult, July, 1916, wound healed in 18 days; no residual 
urine; no frequency day or night; takes No. 28 sound; 
general condition excellent. 

CasE 53. No. 328032. Age 41, M. Femoral hernia. 
Operation, Oct. 28, Dr. J. H. Cunningham, Jr., closure of 
hernia. Complications, none. Discharged Nov. 11, 
wound healed. Result, Aug., 1916, excellent. 

CasE 54. No. 327992. Age 32, F. Abscess of breast. 
Operation, Oct. 29, ether, Dr. J. H. Cunningham, Jr., 
incision and drainage. Complications, none. Discharged 
Nov. 3, wound almost healed. Result, Aug., 1916, wound 
healed; treated in Out Patient Department, not seen since. 

Case 55. No. 327852. Age 25, M. Hemorrhoids. 
Operation, Oct. 29, ether, Dr. J. H. Cunningham, Jr., 
clamp and cautery. Discharged Nov. 6, relieved. Result, 
Aug., 1916, excellent. 

CasE 56. No. 327820. Age 20, F. Colloid goiter. Oper- 
ation, Oct. 25, scopolamine-morphine and novocaine, 
Dr. Frank H. Lahey, removal of right lobe. Post-operative 
diagnosis, same. Complications, none. Discharged 
Oct. 31, wound healed. Result, Aug., 1916, neck sym- 
metrical; excellent scar; no hypothyroidism; gained 6 lbs. 

CASE 57. No. 327682. Age 48, M. Inguinal hernia. 
Operation, Oct. 25, ether, Dr. Frank H. Lahey, Ferguson 
operation. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 9, wound healed. 

CAsE 58. No. 327700. Age 42, M. Inguinal hernia. 
Operation, Oct. 25, ether, Dr. Frank H. Lahey. Ferguson 
operation. Complications, none. Discharged Nov. 10, 
relieved; wound healed 

CasE 59. No. 327245. Age 19, F. Salpingitis with 
pelvic abscess. Oct. 11, vaginal drainage of pelvic abscess. 


| 
| 
| 


16 


Operation Oct. 27, ether, Dr. Frank H. Lahey, salpingec- 
tomy. Complications, none. Discharged Nov. 13, against 
advice; profuse discharge from wound; general con- 
dition "excellent. Result, Aug., 1916, letter states that 
there are no symptoms relative to operation but is nervous 
and has lost 11 pounds. 

CasE 60. No. 327898. Age 20, F. Colloid goiter. 
Operation, Oct. 28, Dr. Frank H. Lahey, scopolamine- 
morphine and novocaine, lobectomy partial. Post- 
operative diagnosis, simple adenoma. Complications, 
some difficulty in swallowing. Discharged, Oct. 31, 
wound healed. Result, Aug., 1916, no prominence in 
neck; pressure on swallowing still persists. 

Case 61. No. 327639. Age 55, M. Persistent sinus; 
chronic empyema. Operation, Oct. 28, ether, Dr. Frank 
H. Lahey, resection of ribs; decortication of lung. Com- 
plications, none. Discharged Nov. 23, sinus requires one 
dressing a day. 

Case 62. No. 327976. Age13,M. Acute appendicitis. 
Operation, Oct. 27, ether, Dr. Halsey B. Loder, appen- 
dectomy; appendix gangrenous. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 12, with 
small sinus. Result, July, 1916, patient says wound did 
not heal for 3 months; now has no symptoms; examina- 
tion shows a broad pararectal scar; no hernia. 

CASE 63. No. 328033. Age 32, F. Pain in right lower 
quadrant, 9 days’ duration. Pre-operative diagnosis, 
appendicitis. Operation, Oct. 29, ether, Dr. Halsey B. 
Loder, double salpingectomy. Post-operative diagnosis, 
salpingitis. Complications, none. Discharged Nov. 13, 
wound healed. Result, July, 1916, reports by letter that 
she never felt better in her life and operation did her a 
world of good. 

Case 64. No. 327885. Age 35, F. Varicose veins. 
Operation, Oct. 29, ether, Dr. Halsey B. Loder, multiple 
ligations. Complications, bronchitis. Discharged Nov. 12, 
wound healed. Result, July, 1916, little pain once in a 
while; works in a laundry; examination shows ideal result. 


Gynecological Service 

CasE 65. No. 327651. Age 30. Backache. Pre- 
operative diagnosis lacerated perineum. Operation, Oct. 
26, ether, Dr. Ernest B. Young, D. & C., trachelorrhaphy, 
anterior and posterior colporrhaphy. Complications, 
alveolar abscess. Discharged Nov. to, to dentist; wound 
healed. Late result, patient could not be traced. 

Case 66. No. 321744. Age 43. Lacerated cervix and 
perineum. Operation, Oct. 27, ether, Dr. Ernest B. 
Young, D. & C., trachelorrhaphy, anterior and posterior 
colporrhaphy. Complications, none. Discharged Nov. 8 
relieved; wound healed. Result, Aug., 1916, excellent 
result; patient has enteroptosis and is undergoing change 
of life; feels nervous. 

Case 67. No. 327712. Age 39. Rectocele; cystocele. 
Operation, Oct. 27, ether, Dr. Ernest B. Young, D. & C., 
anterior and posterior colporrhaphy; Nov. 9, ventral 
fixation and ligation of both tubes. Complications, none. 
Discharged Nov. 22, wound healed. Result, Aug., 1916, 
excellent anatomical result; good perineal support, no 
prolapse; patient comfortable. 

CasE 68. No. 328002. Age 43. Leucorrhoea. Pre-ope- 
rative diagnosis, endocervicitis. Operation, Oct. 29, ether, 
Dr. Ernest B. Young, D. & C., cauterization of cervix 
with thermal cautery. Complications, none. Discharged 
Nov. 2, relieved. Result, July, 1916, still has discharge; 
much improved as to amount; some pain in right side; 
pelvic examination entirely negative. 


CaseE 69. No. 327863. Age 60. Procidentia. Oper- 
ation, Oct. 29, ether, Dr. Ernest B. Young, anterior 
colporrhaphy; perineorrhaphy; ventral fixation. Com- 
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plications, none. Discharged Nov. 18, condition excellent. 
Late result, patient could not be traced. 

CasE 70. No. 327789. Age 31. Salpingitis. Opera- 
tion, Oct. 29, ether, Dr. Ernest B. Young, left salpingec- 
tomy, ventral suspension. Complications, none. Dis- 
charged Nov. 9, wound healed. Result, July, 1916, well 
until January when she fell on the ice; since then has had 
pain low in abdomen and metrorrhagia; has lost 10 pounds. 

Case 71. No. 327521. Age 21. Ovarian cyst. Op- 
eration, Oct., 25, ether, Dr. Nathaniel R. Mason, removal 
of large ovarian cyst; appendectomy. Post-operative 
diagnosis, dermoid cyst of ovary. Complications, phlebitis 
of left leg. Discharged Nov. 15, condition excellent. 
Result, July, 1916, does not feel well since operation; mostly 
troubled with left leg; some trouble with right side when 
at work; left leg tender; no sign of old phlebitis. 

CAsE 72. No. 327204. Age 27. Lacerated perineum. 
Operation, Oct. 25, ether, Dr. Nathaniel R. Mason, D. & 
C., trachelorrhaphy, colpoperineorrhaphy. Complica- 
tions, none. Discharged Nov. 8, condition excellent. 

CasE 73. No. 327625. Age 29. Backache for 4 
years; two previous operations without relief. Pre- 
operative diagnosis, lacerated perineum. Operation, Oct. 
26, ether, Dr. Nathaniel R. Mason, D. & C., trachelor- 
rhaphy, colpoperineorrhaphy. Complications, none. 
Discharged Nov. 8, condition excellent. Result, July, 
1916, says she feels more pain in the back and hip than 
before operation. Examination reveals infiltration of 
right adnexa, not present at time of operation. 

CAsE 74. No. 328027. Age 20. Menorrhagia. Pre- 
operative diagnosis, endometritis. Operation, Oct. 27, 


ether, Dr. Nathaniel R. Mason, curettage; curettings 
negative. Complications, none. Discharged Nov. 2, 
relieved. 

Case 75. No. 327880. Age 30. Miscarriage at 2 
months. Operation, Oct. 27, ether, Dr. Nathaniel R. 
Mason, curettage. Complications, none. Discharged 
Nov. 4, relieved. 

Case 76. No. 327672. Age 30. Bearing-down pain. 


Operation, Oct. 
Com- 
wound 


Pre-operative diagnosis, retroversion. 
27, ether, Dr. Nathaniel R. Mason, ventral fixation. 
plications, none. Discharged Nov. 10, relieved; 


healed. Result, July, 1916, no symptoms whatever; firm 
scar; pelvis free. 

CasE 77. No. 327816. Age 27. Miscarriage at 3 
months. Operation, Oct. 27, ether, Dr. Nathaniel R. 
Mason, curettage. Complications, none. Discharged 
Nov. 4, relieved. 

CasE 78. No. 327926. Age 20. Miscarriage at 2 
months. Operation, Oct. 28, ether, Dr. Nathaniel R. 
Mason, curettage. Complications, none. Discharged 


Nov. 6, relieved. Result, July, 1916, perfectly well; 
general condition excellent; no trouble with periods since 


operation. 

CasE 79. No. 327864. Age 29. Endometritis. Op- 
eration, Oct. 28, ether, Dr. Nathaniel R. Mason, D. & C., 
trachelorrhaphy. Complications, none. Discharged 


Nov. 7, relieved. Result, July, 1916, pain in left side per- 
sisted all winter; pregnancy in March; miscarriage at 5 
or 6 weeks; curettage; perfectly well since. 

Case 80. No. 327958. Age 26. Lacerated perineum. 
Operation, Oct. 29, ether, Dr. Nathaniel R. Mason, D. & 
C., trachelorrhaphy, posterior colpoperineorrhaphy. 
Complications, none. Discharged Nov. 13, wound healed. 

Case 81. No. 327788. Age 21. Lacerated cervix. 


Operation, Oct. 29, ether, Dr. Nathaniel R. Mason, D. & 
C., trachelorrhaphy. Complications, none. 
Nov. 10, relieved. 

No. 327621. 
Operation, Oct. 


Discharged 


Age 39. Lacerated cervix and 
25, ether, John T. 


CASE 82. 
perineum. 
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Williams, D. & C., trachelorrhaphy; anterior and posterior 
colporrhaphy. Complications, vomited for one week, 
cause unknown. Discharged Nov. 8, condition excellent. 
Result, July, 1916, condition good; vomits when overtired. 

CasE 83. No. 327440. Age 23. Lacerated perineum. 
Operation, Oct. 25, ether, Dr. John T. Williams, D. & C., 
trachelorrhaphy, posterior colpoperineorrhaphy; broken 
piece of needle, which could not be found, left in perineum. 
Complications, no symptoms from broken needle. Dis- 
charged Nov. 8, condition excellent. Result, July, 1916, 
condition good; occasional pain in right side. 

CasE 84. No. 327865. Age 20. Miscarriage. Op- 


eration, Oct. 26, Dr. John T. Williams, curettage. Com- ° 


plications, none. Discharged Nov. 1, relieved. Result, 
August, 1916, condition excellent; now three and a half 
months pregnant. 

Aural Service 

CasE 85. No.3278095. Age1o,M. Chronic discharge 
from ear. Pre-operative diagnosis, chronic otitis media 
and mastoiditis. Operation, Oct. 27, ether, Dr. George 
A. Leland, simple exenteration; Nov. 2, radical operation 
done. Complications, lateral sinus thrombosis. Nov. 4, 
jugular tied. Discharged Nov. 7, dead. 

CASE 86. No.327870. Age1o,M. Chronic discharge 
from ear. Pre-operative diagnosis, chronic otitis media; 
mastoiditis. Operation, Oct. 27, ether, Dr. Edgar M. 
Holmes, simple mastoid exenteration. Complications, 
Nov. 2, jugular tied and radical mastoid done because of 
temperature; Nov. 20, facial erysipelas. Discharged Dec. 
11, ear dry; wound healed. Result, July, 1916, admirable; 
small scar; hearing normal in both ears to rough test. 


Throat Service 


Twenty-five operations for removal of tonsils and ade- 
noids were performed by Dr. Edgar M. Holmes, without 
complications and with satisfactory immediate results. 
Late results obtained in 6 cases, throats in excellent con- 
dition in all; one case now has a discharging ear. 


BOSTON DISPENSARY 
Twenty-Five Cases 
Surgical Service 

CasE 1. No. 103142. Age 32, M. Varicose veins. 
Operation, Oct. 27, cocaine, Dr. Henry M. Chase, ligation 
and excision of internal saphenous at groin and below knee. 
Complications, none. Late result, July 1, 1916, entire 
freedom from symptoms of venous origin; flat-foot causes 
some discomfort. 

CasE 2. No. 1021619. Age 39, M. Varicose veins. 
Operation, Oct. 27, cocaine and novocaine, Dr. Henry 
M. Chase, ligation and excision, groin and below knee. 
Complications, died on seventh day, suddenly, without 
obvious cause. Embolism. No autopsy. 

CAsE 3. No. 102470. Age 56, F. Varicose veins and 
ulcer. Operation, Oct. 29, cocaine and novocaine, Dr. 
Hilbert F. Day, ligation and excision of internal saphenous 
at groin, knee, and above ulcer. Complications, wound 
above ulcer slightly infected. Late result, July, 1916, ulcer 
healed; no enlarged veins; no pain or trouble of any kind. 

Case 4. No. 103353. Age 54,F. Ingrowing toe-nail. 
Operation, Oct. 29, cocaine, Dr. Oliver G. Tinkham, ex- 
cision of border of nail and matrix. Complications, none. 
Late result, Aug. 11, 1916, excellent. 

CASE 5. No. 103156. Age 21, F. Ingrowing toe-nail. 
Operation, Oct. 27, cocaine, Dr. Oliver G. Tinkham, ex- 
cision of border of nail and matrix. Complications, none. 
Late result, June, 1916, excellent. 

Case 6. No. 103366. Age 16, M. Ingrowing toe- 
nail. Operation, Oct. 29, cocaine, Dr. Oliver G. Tink- 


ham, excision of border of nail and matrix. Complica- 
tions, none. Late result, June, 1916, excellent. 

Case 7. No. 10255. Age 5, M. Phimosis. Opera- 
tion, Oct. 29, ether, Dr. George H. Binney, circumcision. 
Complications, none. Late result unknown. 

Case 8. No. 99341. Age 30,M. Rectal bleeding and 
pain. Pre-operative diagnosis, anal fissure. Operation, 
Oct. 27, novocaine, Dr. T. C. Hill, dilatation, incision, and 
curettage of ulcer. Complications, none. Late result, 
July, 1916, no pain or bleeding; rectum and anus normal. 

Case 9. No. 69970. Age 54, M. Rectal pain and 
bleeding. Pre-operative diagnosis, internal hemorrhoids. 
Operation, Oct. 29, novocaine, Dr. T. C. Hill, dilatation 
of sphincter and ligation of hemorrhoids. Late result, 
rectal haemorrhages and pain have been relieved; still has 
symptoms suggestive of catarrhal proctitis. 

Case 10. No. 37066. Age 64, M. Anal fissure. 
Operation, Oct. 27, novocaine, Dr. F. P. Williams, dilata- 
tion and incision. Complications, none. Late result, 
June, 1916, report by letter; since operation troubled oc- 
casionally by bloody discharges when constipated. 

Case 11. No. 99708. Age 38, M. Pain and swelling 
of wrist. Pre-operative diagnosis, metastatic wrist. 
Operation, Oct. 27, ether, Dr. John D. Adams, excision of 
upper row of carpus. Diagnosis, tuberculosis of carpus. 
Complications, secondary operation, removal of entire 
carpus. Late result, died in May, 1916, of general tuber- 
culosis; foul discharging wound. 

Case 12. No. 101520. Age 47, F. Prepatellar 
bursitis. Operation, Oct. 29, ether, Dr. John D. Adams, 
excision of bursa. Complications, none. Late result, 
July, 1916, perfect. 

CasE 13. No. 99421. Age6o,F. Club-foot. Opera- 
tion, Oct. 29, ether, Dr. John D. Adams, tenotomy, tendo 
achilles and plantar fascia; put up in overcorrection in 
plaster. Late result, July, 1916, foot overcorrects readily; 
no contraction of fascia or tendo achilles; muscle power 
good; wearing club-foot shoe; walks without difficulty. 

Case 14. No. 1789. Age2,F. Tuberculosis of spine. 
Operation, Oct. 29, ether, Dr. John D. Adams, modified 
Hibbs’ operation. Complications, none. Late result, 
July, 1916, good bone splint; child able to stand in good 
position; still wearing plaster jacket. 

Case 15. No. 89654. Age3,M. Pain and deformity 
with abscess. Pre-operative diagnosis, tuberculosis of 
spine. Operation, Oct. 27, ether, Dr. John D. Adams, 
modified Hibbs’ operation. Complications, wound healed 
by first intention; in fourth week scarlet fever. Late 
result, July, 1916, fair result; slight mobility in diseased 
area; walks about with plaster jacket. 


Eye Service 

CasE 16. No. 103120. Convergent strabismus. 
Operation, Dr. P.S. McAdams, tenotomy and advancement. 
Complications, slight divergence; second operation, Nov. 
11. Late result, Feb., 1916, eyes almost parallel; move- 
ments in all directions good. 

Case 17. No. 42920. Separation of retina. Opera- 
tion, Dr. P. S. McAdams, scleral puncture. Late result, 
June, 1916, no improvement, worse if anything. 

CasE 18. No. 93000. Excessive lachrymation. Oper- 
ation, ether, Dr. P. S. McAdams, removal of lachrymal 
gland. Late result, July, 1916, perfect result. 


Throat and Ear Service 
Operators, Drs. F. C. Cobb, W. S. Boardman, William 
E. Chenery, and W. O. Barney. 
Four operations for removal of tonsils and adenoids 
were performed under ether. No complications. Late 
results obtained in 2 cases were satisfactory. 
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Three cases were operated upon for deviated septum, one 
complicated by polyp and necrosis of turbinate. No 
post-operative complications. Late results obtained in 
2 cases, anatomically excellent in both. In one case 
patient states sense of smell lost; in another headaches 
continue. 

BOSTON LYING-IN HOSPITAL 
One Case 

Case 1. No, 22008. Age 23. Pre-operative diagno- 
sis, dystocia; justominor pelvis. Operation, Oct. 25, ether, 
Dr. J. R. Torbert, cesarean section. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 11, 
mother and baby well. Result, June, 1916, wound solid; 
uterus in normal position; no symptoms; baby well. 


PETER BENT BRIGHAM HOSPITAL 
Twenty-five Cases 

Case 1. No. 6703. Age 14, F. 
focal epilepsy and blindness. Pre-operative diagnosis, 
focal epilepsy (left arm). Operation, Oct. 25, ether, Dr. 
Harvey Cushing, osteoplastic exploration of right hemis- 
phere. Post-operative diagnosis, same; old meningo- 
encephalitis. Complications, none. Discharged Nov. 13, 
condition unchanged. Late result, June, 1916, condition 
unchanged. 

Case 2. No. 6857. Age 58, F. Came for relief of 
pain in, and enlargement of, abdomen. Pre-operative 
diagnosis, ovarian cyst. Operation, Oct. 25, ether, Dr. 
John Homans, exploratory laparotomy. Post-operative 
diagnosis, general carcinomatosis; large mass in left abdo- 
men; carcinoma of omentum. Complications, none. 
Discharged Nov. 18, unimproved. Patient died May 18, 
1916, evidently of the disease found at operation. No 
autopsy. 

Case 3. No. 6835. Age 28, F. Came for relief of 
pain and frequency of micturition; pain in right lumbar 
region. Pre-operative diagnosis, tuberculous pyonephrosis. 
Operation, Oct. 25, ether, Dr. David Cheever, right ne- 
phrectomy. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 19, improved. Late re- 
sult, patient could not be traced. 

CASE 4. No. 6938. Age 29, F. Came for relief of 
swelling in left groin, 3 years’ duration. Pre-operative 
diagnosis, left inguinal hernia. Operation, Oct. 25, ether, 
Dr. David Cheever, closure of direct inguinal hernia. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 8, relieved. Late result, patient could 
not be traced. 

Case 5. No. 6830. Age 35, F. Came for relief of 
lump in right breast. Operation, Oct. 13, 1915, for local 
removal of tumor, reported benign at first, but later proved 
to be malignant by microscopical examination. Pre- 
operative diagnosis, carcinoma of breast. Operation, 
Oct. 26, ether, Dr. David Cheever, secondary excision of 
pectoral muscles, with dissection of axilla. Post-operative 
diagnosis, same. Complications, secondary skin-graft 25 
days after operation. Discharged Nov. 25, relieved. 
Late result, patient reports by letter that there is some 
welling and weakness of arm; local doctor reports no 
evidence of return of the disease. 

Case 6. No. 6939. Age 58, M. Came for relief of 
difficulty in walking, dizziness, headache, and con\ ulsions. 
Pre-operative diagnosis, tumor of right cerebral hemis- 
sphere. Operation, Oct. 26, Dr. Harvey Cushing, right 
subtemporal decompression. Post-operative diagnosis, 
same. Complications, condition excellent until 7 p.m. 
when a severe epileptiform attack occurred, with death 
within a short time without regaining consciousness. 


Came for relief of 


Autopsy, endothelioma of the brain (right frontal lobe), 
probably operable; subdural hemorrhage at site of decom- 
pression wound; beginning bronchopneumonia; arterio- 
sclerosis. 

Note. On the morning of operation, the patient had 
a Jacksonian seizure, involving his left hand; and doubtless 
had the Congress not been present, this would have been 
brought to the attention of the operator, and the operation 
postponed. Under these circumstancgs, a subtemporal 
decompression was an incorrect measure, and he should 
have had an osteoplastic resection, exposing the hand 
center, which would have disclosed the tumor, an easily 
enucleable growth. It is the sort of accident that is more 
likely to occur under the press of work while entertaining 
a large body of visitors, and is one of the reasons why I feel 
that on the whole, though these Congresses may be in- 
structive to the onlooker, they often put the patient at a 
disadvantage.—H. C. 

Case 7. No. 6970. Age 45, I’. Came for relief of 
varicose veins and ulcer, 20 years’ duration; umbilical 
hernia. Pre-operative diagnosis, same. Operation, Oct. 
26, ether, Dr. John Homans, excision of internal saphenous 
vein by stripping and dissection; excision of ulcer; Nov. 6, 
repair of umbilical hernia under novocaine; Nov. to, skin- 
graft for ulcer. Discharged relieved, Dec. 5, 1915. Late 
result, July, 1916, no swelling; ulcer area recently healed; 
patient doing her work; has worn bandages until recently; 
good result. 

Case 8. No. 6948. Age 37, F. Came for relief of 
pain in lower right abdomen, 10 days’ duration. Pre- 
operative diagnosis, chronic salpingitis with exacerbation. 
Operation, Oct. 26, ether, Dr. John Homans, double sal- 
pingo-oophorectomy; uterus not disturbed. Post-opera- 
tive diagnosis, same. Complications, none. Discharged 
Nov. 9, relieved. Late result, June, 1916 (obtained by 
letter) patient considers herself “improved” but still 
suffers from the symptoms which brought her to the 


hospital. 

Case 9. No. 6933. Age 54, F. Came for relief of 
pain in upper right quadrant, of 8 years’ duration. Pre- 
operative diagnosis, cholelithiasis and cholecystitis. 


Operation, Oct. 26, ether, Dr. David Cheever, cholecyst- 
ectomy; excision of multiple pancreatic cysts. Post- 
operative diagnosis, same, plus multiple cysts of pancreas. 
Complications, abundant discharge of clear fluid from 
wound; no digestion of skin. Discharged relieved, Dec. 
16, 1915. Late result, July, 1916, wound finally healed 
and gives no discomfort; feels well; no symptoms. 

CasE 10. No. 6814. Age 34, M. Came for relief 
of gastric distress and vomiting, 4 weeks’ duration. Pre- 
operative diagnosis, acute bleeding ulcer. Operation, 
Oct. 27, ether, Dr. John Homans, Finney pyloroplasty; 
section of indurated tissue removed. Post-operative diag- 
nosis, suppurative gastritis; induration of gastric wall; no 
ulcer. Complications, none. Discharged Nov. 15, re- 
lieved. Late result, July, 1916, wound solid; has gained 
30 pounds; occasional crampy pain in epigastrium and 
appendiceal region; no indigestion. Excellent result, but 
should have had appendix removed. 

Case 11. No. 6931. Age 25, F. Came for relief of 
blindness. Pre-operative diagnosis, acromegaly with loss 
of vision. Operation, Oct. 27, ether, Dr. Harvey Cushing, 
transsphenoidal operation with partial removal of pituitary 


tumor. Post-operative diagnosis, same; struma of hy- 
pophysis. Complications, none. Discharged Nov. 9, re- 
lieved. Late result, July, 1916, marked subsidence of 


symptoms with improvement of vision. 
Case 12. No. 6838. Age 51, M. Came for relief of 


stomach trouble, pain and hematemesis, three months’ 
Pre-operative diagnosis, gastric ulcer or car- 


duration. 
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cinoma, borderline case. Operation, Oct. 27, ether, Dr. 
David Cheever, excision of ulcer of lesser curvature; 
posterior gastro-enterostomy. Post-operative diagnosis, 
gastric ulcer. Complications, none. Discharged Nov. 11, 
relieved. Late result, July, 1916, feels perfectly well; 
weighs 235 pounds; working; no symptoms. 

CASE 13. No. 6890. Age 77, M. Came for relief of 
difficulty of urination, 15 years’ duration. Pre-operative 
diagnosis, hypertrophy of prostate. Operation, Oct. 27, 
intraspinal novocaine, Dr. David Cheever, suprapubic 
prostatectomy. Post-operative diagnosis, same. Com- 
plications, none. Discharged relieved, Nov. 25, 1915. 
Late result, May 15, 1916, complete and perfect control; 
general health much improved; wound closed; good result. 

Case 14. No. 6971. Age 50, M. Came for relief of 
varicose veins of leg. Pre-operative diagnosis, same. 
Operation, Oct. 28, ether, Dr. John Homans, excision of 
internal saphenous vein from groin to midcalf. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 15, relieved. Late result, June 12, 1916, no 
veins visible; scar soft and well healed; perfect result. 

Case 15. No. 6895. Age 50, M. Came for relief of 
chronic indigestion; pain; 18 years’ duration. Pre-opera- 
tive diagnosis, pyloric ulcer, ? of cancer. Operation, 
Oct. 28, ether, Dr. John Homans, freeing of congenital 
transduodenal band. Post-operative diagnosis, trans- 
duodenal band (congenital). Complications, none. Dis- 
charged Nov. 15, relieved. Late result, June 12, 1916, 
symptoms of indigestion much improved; has been at 
work steadily since leaving hospital; condition is only 
fair. 

Case 16. No. 6808. Age71,I°. Nodulein left breast. 
Pre-operative diagnosis, carcinoma. Operation, Oct. 28, 
ether, Dr. David Cheever, excision of breast and pectoral 
muscles, dissection of axilla. Post-operative diagnosis, 
scirrhous carcinoma. Complications, none. Discharged 
Nov. 15, relieved. Late result, patient could not be 
traced. 

Case 17. No. 6710. Age 59, M. Came for relief of 
epigastric pain and discomfort, marked vomiting; also has 
interstitial nephritis. Pre-operative diagnosis, gastric 
carcinoma, ? of ulcer. Operation, Oct. 28, ether, Dr. 
David Cheever, gastro-enterostomy. Post-operative diag- 
nosis, gastric and duodenal ulcer, probably not malignant. 
Complications, none. Discharged Nov. 15, relieved. 
Late result, June, 1916, reports by letter, much improved; 
has gained several pounds; occasional pain in right side; 
much benefited by operation. 

Case 18. No. 6204. Age 59, F. Pernicious anwmia. 
Pre-operative diagnosis, same. Operation, Oct. 28, ether, 
Dr. David Cheever, splenectomy.- Post-operative diagno- 
sis, same. Complications, none. Discharged Nov. 18, 
relieved. Late result, July, 1916, wound firmly healed. 
Patient re-entered Feb. 3, 1916, on account of weakness 
and dyspneea. Improvement in blood picture followed the 
administration of diarsenol. Patient is apparently justi- 
fied in her feeling ‘that the operation has done her no 
permanent good.” 

CasE 19. No. 6987. Age 50, M. Pain and bleeding 
from rectum. Pre-operative diagnosis, hemorrhoids. 
Operation, Oct. 29, ether, Dr. John Homans, clamp and 
cautery. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 8, relieved. Late result, June 
12, 1916, no symptoms; well. 

CasE 20. No. 6972. Age 57. Enlarged veins and 
ulcer of leg, 17 years’ duration. Pre-operative diagnosis, 
varicose veins and ulcer. Operation, Oct. 29, ether, Dr. 
John Homans, excision of internal saphenous system. 
Post-operative diagnosis, same. Complications, acute 
gastritis. Late result, June 12, 1916, patient suffers from 


19 


some stiffness and numbness in legs; considers herself 
practically well. 

CAsE 21. No. 6969. Age 25, M. Swelling in left 
inguinal region, 25 years’ duration. Pre-operative diag- 
nosis, left inguinal hernia. Operation, Oct. 29, ether, Dr. 
John Homans, closure of hernia. Post-operative diagno- 
sis, same. Complications, none. Discharged Nov. 14, 
relieved. Late result, patient could not be traced. 

CASE 22. No. 7002. Age 41, M. Came for relief of 
headache; vomiting; staggering gait. Pre-operative diag- 
nosis, intracerebellar tumor. Operation, Oct. 29, ether, 
Dr. Harvey Cushing, bilateral suboccipital exposure; 
puncture of both right and left lateral ventricles; removal 
of posterior arch of atlas, as well as posterior half of fora- 
men magnum; removal of portion of tumor overlying 
fourth ventricle. Post-operative diagnosis, cerebellar tu- 
mor. Complications,none. Discharged improved, Nov. 30, 
1915. Late result, June, 1916, reports by letter, free from 
symptoms but unable to resume occupation. 

Case 23. No. 6945. Age 18, F. Came for relief of 
acute attacks of pain in right lower abdomen. Pre- 
operative diagnosis, chronic appendicitis. Operation, 
Oct. 29, ether, Dr. David Cheever, appendectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 8, relieved. Late result, May 24, 1916, 
wound solid; has been perfectly well since operation; no 
recurrence of symptoms. 

Case 24. No. 6966. Age 32, M. Swelling in right 
inguinal region, 4 weeks’ duration. Pre-operative diag- 
nosis, right inguinal hernia; undescended testicle. Opera- 
tion, Oct. 29, ether, Dr. David Cheever, repair of hernia; 
testicle brought down into scrotum. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 14, 
relieved. Late result, patient could not be traced. 

Case 25. No. 6988. Age 36, M. Swelling in left 
inguinal region. Pre-operative diagnosis, left inguinal 
hernia, scrotal type. Operation, Oct. 29, ether, Dr. David 
Cheever, closure of hernia. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 13, re- 
lieved. Late result, June, 1916, reports by letter, in the 
best of health; working daily. 


ROBERT BRIGHAM HOSPITAL 
One Case 

Case 1. No. 140. Age 41, F. Pernicious anemia. 
Operation, Oct. 26, novocaine, Dr. . P. Richardson and 
Dr. R. H. Miller, transfusion. Post-operative diagnosis 
same. Complications, relapse in a short while. Discharged 
dead, March 20, 1916. Autopsy, anemia, hypertrophy, 
and dilatation of heart, chronic nephritis, chronic chole- 
cystitis, and passive congestion of lungs. 


CARNEY HOSPITAL 
Thirty-four Cases 
Surgical Service 

Case 1. No. 12063. Age 28, M. Abdominal pain. 
Pre-operative diagnosis, subacute appendicitis. Opera- 
tion, Oct. 25, ether, Dr. John T. Bottomley, appendicec- 
tomy. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 7, relieved. Late result, July, 1916, 
condition excellent. 

CaAsE 2. No. 12059. Age 54, I’. Tumor of breast. 
Pre-operative diagnosis, carcinoma of left breast. Opera- 
tion, Oct. 25, ether, Dr. John T. Bottomley, radical breast 
operation. Post-operative diagnosis, same. Complica 
tions, none, except for some cedema of arm. Discharged 
Dec. 2, relieved. Late result, died April 10, 1916, metas- 
tasis in lymph-nodes. 
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CasE 3. No. 12062. Age 35, F. Menorrhagia. Pre- 
operative diagnosis, myoma of uterus. Operation, Oct. 
25, ether, Dr. John T. Bottomley, supravaginal hyster- 
ectomy;appendicectomy. Post-operative diagnosis, same. 
Complications, peritonitis (see note). Discharged Oct. 
30, dead. 

Case 4. No. 12064. Age 21, M. Pain in right knee. 
Pre-operative diagnosis, sarcoma of right fibula. Opera- 
tion, Oct. 25, ether, Dr. John T. Bottomley, excision of 
upper end of fibula; external popliteal nerve cut. Post- 
operative diagnosis, same. Complications, none, except 
foot-drop. Discharged Dec. 11, to Nerve Department. 
Late result, July, 1916, wearing a leg brace and doing well 
at last report. 

CasE 5. No. 11946. Age 75, M. Urinary retention. 
Pre-operative diagnosis, hypertrophied prostate. Opera- 
tion, Oct. 25, spinal anesthesia, Dr. Daniel F. Mahoney, 
suprapubic prostatectomy. (First stage of operation 
suprapubic cystostomy, having been performed Oct. 16, 
1915.) Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 28, relieved. Late result, June, 
1916, greatly improved; gets up once at night to urinate, 
but only occasionally. 

CasE 6. No. 12040. Age 35, M. Pre-operative diag- 
nosis, inguinal hernia. Operation, Oct. 25, ether, Dr. 
Daniel F. Mahoney, Bassini operation. Post-operative 
diagnosis, same. Complication, tuberculous meningitis. 
Discharged Nov. 23, dead. 


Case 7. No. 11975. Age 44, F. Epigastric pain and 
vomiting. Pre-operative diagnosis, probable duodenal 
ulcer. Operation, Oct. 27, ether, Dr. John T. Bottomley, 


posterior gastro-enterostomy. 
same. Complications, none. Discharged Nov. 14, re- 
lieved; in excellent condition. Late result, unknown. 
8. No. 12068. Age 69, F. Tumor of right breast. 
Pre-operative diagnosis, carcinoma. Operation, Oct. 27, 
ether, Dr. John T. Bottomley, radical breast operation. 


Post-operative diagnosis, 


Post-operative diagnosis, same. Complications, sepsis 
(see note). Discharged Nov. 3, dead. 
CasE 9. No. 12047. Age 53, F. Abdominal tumor. 


Pre-operative diagnosis, ovarian cyst? Operation, Oct. 
27, ether, Dr. John T. Bottomley, removal of ovarian cyst. 
Post-operative diagnosis, ovarian cyst. Complications, 
sepsis (see note). Discharged Nov. 9, dead. 

Case 10. No. 12077. Age 40, M. Pre-operative 
diagnosis, incarcerated inguinal hernia. Operation, Oct. 
29, ether, repair of hernia (Andrews-Ferguson method). 
Post-operative diagnosis, same. Complications, local in- 
fection (see note). Discharged Dec. 23, relieved. Late 
result, June, 1916, wound solid; no impulse; condition good. 

CasE 11. No. 12079. Age 59, M. Epigastric pain. 
Pre-operative diagnosis, cancer of stomach. Operation. 
Oct. 29, ether, Dr. John T. Bottomley, posterior gastro- 
enterostomy. Post-operative diagnosis, same. Compli- 
cations, none. Discharged Nov. 30, relieved. Late re- 
sult, died Apr. 17, 1916, had great relief for about two 
months. 

Case 12. No. 12069. M. Growth on tongue. Pre- 
operative diagnosis, cancer. Operation, Oct. 29, ether, 
Dr. John T. Bottomley, dissection of both sides of neck 
(first stage); radical removal of growth, Nov. 24, 1915, 
(second stage). Post-operative diagnosis, same. Com- 
plications, none. Discharged Dec. 24, relieved. Late 
result, unknown. 


Gynecological Service 
No. 2446. Age 49. Came for relief of foul 
vaginal discharge. Pre-operative diagnosis, cancer of 
cervix. Operation, Oct. 26, gas and ether, Dr. Stephen 
Rushmore, panhysterectomy (radical), double salpingo- 


CASE 13. 


oophorectomy. Post-operative diagnosis, same, plus 
cholelithiasis. Complications, some breaking down of 
wound; serous discharge but no pus. Discharged Nov. 
14, relieved. Late result — patient was admitted at 
another hospital in Jan., 1916. X-ray examination sug- 
gested cancer of the stomach. No operation. Death 
occurred in two weeks. 

Case 14. No. 2445. Age37. Painin pelvis and back. 
Pre-operative diagnosis, laceration of perineum; descensus 
of uterus with retroversion. Operation, Oct. 26, gas and 
ether, Dr. Stephen Rushmore, perineorrhaphy; appendicec- 
tomy; shortening of uteral sacral ligaments; round liga- 
ment suspension of uterus (Kelly). Post-operative diag- 
nosis, same. Complications, induration of incision but no 
breaking down. Discharged Nov. 13, relieved. Late 
result, July, 1916, anatomical result excellent; relieved of 
complaints on admission, but complains of occasional 
tenderness in incision. 

Case 1s. No. 2442. Age 43. Menorrhagia. Pre- 
operative diagnosis, myoma of uterus; umbilical hernia. 
Operation, Oct. 26, gas and ether, Dr. Stephen Rushmore, 
supravaginal hysterectomy; double salpingo-oophorec- 
tomy; radical cure of hernia. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 10, re- 
lieved. Late result, July, 1916, anatomical result excel- 
lent; “‘never felt better in her life;”’ hot flushes troublesome 
at first. 

Case 16. No. 2440. Age 43. Uterine hemorrhage. 
Pre-operative diagnosis, metropathy. Operation, Oct. 
26, gas and ether, Dr. I. W. Johnson, panhysterectomy; 
double salpingo-oophorectomy. Post-operative diagno- 
sis, multiple myomata. Complications, suppuration of 
abdominal wound. Discharged Dec. 8, relieved. Late 
result, July, 1916, anatomical result excellent; patient is 
well except for slight nervousness and mental depression, 
which is improving. 

Case 17. No. 2447. Age 53. Falling of womb. Pre- 
operative diagnosis, laceration of cervix and perineum; 
cystocele; rectocele, and procidentia. Operation, Oct. 
26, gas and ether, Dr. F. W. Johnson; D. & C.; amputa- 
tion of cervix; Watkins’ operation; perineorrhaphy. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 15, relieved. Late result, July, 1916, 
anatomical result excellent; well as far as pelvic symptoms 
are concerned; “rheumatism” of back and legs. 

Case 18. No. 2448. Age 36. Severe pain on right 
side of pelvis. Pre-operative diagnosis, procidentia. 
Operation, Oct. 26, gas and ether, Dr. L. E. Phaneuf, 
D. & C.; amputation of cervix; resection of left ovary; 
appendicectomy; suspension of uterus (Olshausen). Post- 
operative diagnosis, same. Complications, stitch abscess. 
Discharged Nov. 15, relieved. Late result, July, 1916, 
anatomical result excellent; general health good; occasional 
pelvic discomfort; symptoms for which she came to the 
hospital are gone, she says. 

CasE 19. No. 2452. Age 32. Pain in pelvis. 
Pre-operative diagnosis, laceration of cervix and perineum; 
chronic pelvic inflammation. Operation, Oct. 28, gas 
and ether, Dr. Stephen Rushmore, D. & C.; perineor- 
rhaphy; supravaginal hysterectomy (bi-section); double 
salpingo-oophorectomy. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 16, relieved. 
Late result, July, 1916, excellent; patient feels perfectly 
well; occasional hot flushes which are growing less. 

CasE 20. No. 2450. Age 45. Menorrhagia. Pre- 
operative diagnosis, metropathy. Operation, Oct. 28, 
gas and ether, Dr. F. W. Johnson, panhysterectomy; 
double salpingo-oophorectomy; appendicectomy. Post- 
operative diagnosis, same. Complications, peritonitis. 
Discharged Nov. 6, dead. 
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CasE 21. No. 2451. Age47. Protrusion from vulva. 
Pre-operative-diagnosis, laceration of cervix and perineum; 
cystocele; rectocele; procidentia. Operation, Oct. 28, 
gas and ether, Dr. F. W. Johnson, D. & C.; amputation 
of cervix; Watkins’ operation; perineorrhaphy. Complica- 
tions, none. Discharged Nov. 15, relieved. Late result, 
July, 1916, anatomical result excellent; patient feels per- 
fectly well. 

Case 22. No. 2434. Age 28. Menorrhagia. Pre- 
operative diagnosis, myoma. Operation. Oct. 28, gas 
and ether, Dr. Stephen Rushmore, supravaginal hysterec- 
tomy; right salpingo-oophorectomy; appendicectomy. 
Post-operative diagnosis, same. Complications, sup- 
puration of abdominal wound. Discharged Nov. 30, 
well. Late result, July, 1916, anatomical result excel- 
lent; general health excellent; no flushes; working. 


Orthopedic Service 

CasE 23. No. 1529. Age 58, I. Weak knee; bow- 
leg. Pre-operative diagnosis, old fracture of tuberosity 
of tibia; genu varum. Operation, Oct. 25, ether, Dr. W. 
R. MacAusland, osteotomy of tibia and fibula; plaster. 
Complications, none. Discharged Nov. 24, relieved, 
walking. Late result, July, 1916, anatomical improved; 
functional good. 

Case 24. No. 1537. Age 37, F. Weak-knee. Pre- 
operative diagnosis, bow-leg; old compound fracture; 
hypertrophic arthritis. Operation, Oct. 25, ether, Dr. 
W. R. MacAusland, osteotomy of femur; plaster spica. 
Complications, none. Discharged Dec. 10, relieved, 
walking. Late result, July, 1916, good. 

CAsE 25: No. 1676. Age 60, M. Pre-operative diag- 
nosis, osteomyelitis of foot; ? of tuberculosis. Opera- 
tion Oct. 25, ether, Dr. W. R. MacAusland, amputation 
of leg; post-operative diagnosis, chronic osteomyelitis. 
Complications, none. Discharged Nov. 8, relieved. 
Late result, July, 1916, wearing artificial foot. 

CasE 26. No. 1534. Age 58, F. “Bunion.” Pre- 
operative diagnosis, hallux valgus. Operation, Oct. 27, 
ether, Dr. W. R. MacAusland, excision head of metatarsal; 
plastic. Complications, none. Discharged Nov. 11, 
walking with crutches. Late result, July, 1916, good. 

CAsE 27. No. 1698. Age 17, M. Limp, with pain in 
hip. Pre-operative diagnosis, epiphyseal separation of 
femur. Operation, Oct. 27, ether. Dr. W. R. MacAusland, 
open reduction of displaced upper epiphysis of femur; 
plaster spica. Complications, none. Discharged Nov. 
5, relieved. Late result, July, 1916, anato nical good; 
functional improved; motion is limited in flexion. 

Case 28. No. 1538. Age 3, F. Pre-operative diagno- 
sis, congenital dislocation of hip. Operation, Oct. 27, 
ether, Dr. W. R. MacAusland, manipulation of hip; plaster 
spica applied in frog position. Complications, none. 
Discharged Oct. 28, comfortable. Late result, July, 1916, 
improved. 

Case 29. No. 1535. Age17, F. Pre-operative diag- 
nosis, painful kyphosis. Operation, Oct. 27, ether, Dr. 
W. R. MacAusland, osteoplastic bone-graft of spinous 
processes. Complications, none. Discharged Nov. 18, 
relieved. Late result, July, 1916, anatomical good; func- 
tional very much improved. 

CasE 30. No. 1703. Age 32, M. “Pain in back.” 
Pre-operative diagnosis, dorsal Pott’s disease. Opera- 
tion, Oct. 29, ether, Dr. W. R. MacAusland, osteoplastic 
bone-graft of spinous processes. Complications, hama- 
toma, no infection. Discharged Dec. 18, relieved. Late 
result, July, 1916, anatomical good; ankylosis; patient 
much improved. 

Case 31. No. 1686. Age 3, M. “Round shoulders.” 
Pre-operative diagnosis, congenital elevation of scapule. 


Operation, Oct. 29, ether, Dr. W. R. MacAusland, tenot- 
omy of levators of scapulz; excision of small beak of upper 
angle of scapula; plaster. Complications, none. Dis- 
charged Nov. 5, relieved. Late result, July, 1916, ana- 
tomical slightly improved; functional improved. 

CasE 32. No. 1704. Age 16, M. ‘Weak hip, with 
limp.” Pre-operative diagnosis, epiphyseal separation of 
femur. Operation Oct. 29, ether, Dr. W. R. MacAusland, 
open reduction of displaced upper epiphysis of femur; 
plaster spica. Complications, none. Discharged Dec. 
6, relieved. Late result, July, 1916, anatomical condition 
improved; too early to give functional result; plaster just 
taken off; amount of motion not yet determined. 

Case 33. No. 1706. Age 37, M. “Bunch in arm;” 
loss of motion. Pre-operative diagnosis, myositis ossifi- 
cans. Operation, Oct. 29, ether, Dr. W. R. MacAusland, 
calcified mass removed from biceps muscle. Post-opera- 
tive diagnosis, same. Complications, serous discharge. 
Discharged Nov. 9, relieved. Late result, Apr., 1916, im- 
proved motion; some weakness in hand; no paralysis. 

Case 34. No. 1705. Ages, M. Loss of supination of 
hand. Pre-operative diagnosis, Erb’s paralysis. Opera- 
tion, Oct. 29, ether, Dr. W. R. MacAusland, subperiosteal 
osteotomy of humerus with rotation. Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
3, relieved. Late result, July, 1916, much improved; 
child able to elevate arm in abduction; internal rotation 
corrected; lower arm improved. 

Note: The occurrence of a high percentage of post- 
operative sepsis as shown in these series of cases demanded 
investigation. Careful bacteriological studies, under Dr. 
I’. B. Mallory, were made of every possible source of in- 
fection. At this time it is not necessary to go into the 
details. Bacteria were grown in several cases, but only 
from the field of operation, before the incision was made. 
This indicated that the method of cleansing the skin of the 
patient for operation was at fault. McDonald’s solution 
had been recently introduced in place of the tincture of 
iodine as a routine procedure and was therefore given up 
when the report of the bacteriologist was that bacteria 
were found in cultures from the skin and that the solution 
itself has distinctly less penetrating power than the tincture 
of iodine. 

At the time of the operations it was stated that our use 
of McDonald’s solution was tentative only. ‘The objec- 
tions to it, noted at that time, were that the coal-tar 
derivative employed was a proprietary preparation, the 
exact composition of which was not known, and that it 
was put on the market as a household and general disin- 
fectant and bactericide, without guarantee as to strength 
or purity. These points in themselves should have been 
sufficient for its rejection, but we were influenced by the 
enthusiastic reports of others, and did not make bacterio- 
logical studies before adopting it. Attention is called 
to the difference between the results of the orthopedic 
and the other services as to sepsis. Practically the only 
difference in the technique was in the method of prepara- 
tion of the field of operation, the tincture of iodine and not 
McDonald’s solution being used in the orthopedic cases. 


CHILDREN’S HOSPITAL 

Sixty-Four Cases 

Surgical Service 
Case 1. No. 6860. Age 2, F. Abdominal tumor. 
Pre-operative diagnosis, tuberculous abscess. Operation, 
Oct. 25, ether, Dr. James S. Stone, enucleation of tumor of 
ovary. Post-operative diagnosis, carcinoma of ovary. 
Complications, none. Discharged Nov. 14, relieved. 

Result, died of recurrence about Jan. 1, 1916. 
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Age 9, F. Pre-operative diagno- 
Operation, Oct. 25, ether, Dr. 
James S. Stone, excision of sac. Post-operative diagnosis, 
same. Complications, infection of wound. Discharged 
Nov. ro, relieved. Result, Aug., 1916, perfect; scar solid; 
no paralysis; walks perfectly. 

CasE 3. No. 6858. Age 4, F. Cervical adenitis, 
tuberculous. Operation, Oct. 25, ether, Dr. W. E. Ladd, 
dissection of neck; removal of tonsils and adenoids. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 3, relieved. Result, Aug., 1916, inconspic- 
uous scar in crease of neck; one or two small palpable glands. 

Case 4. No. 6857. Age 2 months, I’. Harelip and 
cleft palate. Operation, Oct. 25, ether, Dr. W. E. Ladd, 
cheiloplasty; palate to be operated'on at 2 years. Com- 
plications, none. Discharged Nov. 5, wound healed. 
Result, Aug., 1916, very good result; inconspicuous scar. 

CasE 5. No. 6867. Age 4,M. Hypospadias. Opera- 
tion, Oct. 25, ether, Dr. C. G. Mixter, Beck operation. 
Complications, fistula at site of old urethral opening. 
Discharged Nov. 18, ¢ small fistula. Result, March, 1916, 
secondary operation for closure of fistulous opening; flaps 
sloughed. Result, Aug., 1916, small stream of urine 
passes out of tip of glans through tunnel; greater portion 
voided through fistulous opening. 

Case 6. No. 15883. Age 3 months, M. Angioma of 
forehead. Operation, Oct. 25, no anesthetic, Dr. T. W. 
Harmer, application of liquid air. Discharged same day. 
Result, Aug., 1916, scarcely noticeable scar. 

Case 7. No. 13828. Age 6 months, I’. Cavernous 
angioma of parotid and ear. Operation, Oct. 25, ether, 
Dr. T. W. Harmer, electrolysis. Discharged same day. 
Late result not known. 

Case 8. No. 1385. Age 7 months. Cleft palate. Opera- 
tion, Oct. 26, ether, Dr. James S. Stone, staphylorrhaphy. 
Complications, none. Discharged Nov. 12, complete union. 
Result, Aug., 1916, marked gain in general health; speech 
is reported indistinct but is doing well in school. 

Case 9. No. 6856. Age7,M. Inguinal hernia. Opera- 
tion, Oct. 26, ether, Dr. C. G. Mixter, repair of hernia 
(ferguson). Complications, none. Discharged Nov. 5, 
relieved. Result, Aug., 1916, wound solid; no recurrence; 
no symptoms. 

Case 10. No. 5624. Age 2, F. Cleft palate. Opera- 
tion, Oct. 27, ether, Dr. James S. Stone, staphylorrhaphy. 
Complications, chicken pox. Discharged Nov. 27, union 
of hard and anterior half soft palate. Late result, Aug. 
1916, partial success; needs further operation on soft palate. 

Case 11. No. 6833. Age 3, F. Tumor of bladder. 
Operation, Oct. 27, ether, Dr. C. G. Mixter, exploratory; 
specimen removed; reported sarcoma. Secondary opera- 
tion Nov. 12, partial extraperitoneal cystectomy. Result, 
Aug., 1916, wound healed; feels well; urine normal; 
cystoscopy shows no sign of recurrence. 

CasE 12. No. 6785. Age 4, F. Burn of arm. Opera- 
tion, Oct. 26, ether, Dr. T. W. Harmer, Thiersch graft. 
Complications, child fractious; displaced grafts. Late 
result unknown. 

CasE 13. No. 6873. Age13,M. Inguinal hernia. Oper- 
ation, Oct. 27, ether, Dr. T. W. Harmer, repair of hernia 
(Ferguson). Complications, none. Discharged Nov. 4, 
wound healed. Result, Aug., 1916, wound solid; no 


recurrence. 
CASE 14. Age 4, M. 


Case 2. No. 6842. 
sis, spina bifida (infected). 


No. 6872. Inguinal hernia. 


Operation, Oct. 28, ether, Dr. James S. Stone. Repair of 
inguinal hernia (Ferguson). 
charged Nov. 7, wound healed. 
perfect in every way. 

Case 15. No. 6855. Ager month, M. Double harelip. 
Operation, Oct. 28, ether, Dr. W. E. Ladd, cheiloplasty. 


Complications, none. Dis- 
Result, Aug., 1916, 


Complications, none. Discharged relieved, wound healed. 
Result, July, 1916, excellent. 

CAsE 16. No. 3422. Age 3, F. Cleft palate. Opera- 
tion, Oct. 28, ether, Dr. C. G. Mixter, staphylorrhaphy. 
Complications, soft palate pulled away. Discharged 
relieved; complete union of hard palate. Result, Aug., 
1916, hard palate united; soft palate partially united; 
there is a cleft one quarter inch in length including the 
uvula; phonation fair. 

Case 17. No. 6876. Age 10 months, F. Cavernous 
angioma of arm. Operation, Oct. 28, ether, Dr. T. W. 
Harmer, excision. Complications, post-operative pyrexia. 
Discharged Nov. 4, wound healed. Result, July, 1916, 
no recurrence; scar soft. 

Case 18. No. 4759. Age 2, M. Cleft palate. Opera- 
tion, Oct. 29, ether, Dr. James S. Stone, staphylorrhaphy. 
Complications none. Discharged Nov. 19, union of hard 
and anterior half of soft palate. Result, Aug., 1916, 
posterior half of soft palate not united; needs further 
operation. 

Case 19. No. 6869. Age 3, F. Double inguinal hernia. 
Operation, Oct. 29, ether, Dr. J. S. Stone, repair of hernia. 
Complications none. Discharged Nov. 14, wounds healed. 
Result, Aug., 1916, result excellent in every way. 

Case 20. No. 6870. Age 7, M. Cervical adenitis. 
Operation, Oct. 29, ether, Dr. W. E. Ladd, dissection of 
neck. Complications, none. Discharged Nov. 1, wound 
healed. Result, Aug., 1916, inconspicuous scar; no 
palpable glands; general condition excellent. 

CAsE 21. No. 6879. Age 8, F. Inguinal hernia. 
Operation, Oct. 29, ether, Dr. C. G. Mixter, repair of 
hernia (McEwen). Complications, none. Discharged 
relieved. wound healed. Result, Aug., 1916, wound 
solid; perfect result. 

Orthopedic Service 

CasE 22. No. 6835. Ageg, F. Contracture of tensor 
fasciee femoris (infantile paralysis). Operation, Oct. 25, 
ether, Dr. R. M. Lovett, double fasciotomy and myotomy 
of tensor fasciz femoris. Complications none. Discharged 
relieved. Result, July, 1916, legs can be hyperextended; 
walking with brace and crutches; good result. 

CASE 23. No. 6846. Age 2, F. Knock-knee. Opera- 
tion, Oct. 25, ether, Dr. Augustus Thorndike, osteotomy 
(McEwen). Complications, none. Discharged relieved. 
Result, July, 1916, legs in good position; walking without 
apparatus. 

CasE 24. No. 6862. Ages5,M. Torticollis, congenital. 
Operation, Oct. 25, Dr. Augustus Thorndike, section of 
both heads of right sternomastoid. Complications, none. 
Discharged, relieved. Result, July, 1916, reports by letter 
state that child is doing well. 

CasE 25. No. 6853. Age5,F. Bow-legs. Operation, 
Oct. 25, ether, Dr. A. Ehrenfried, osteoclasis. Complica- 
tions, none. 

CasE 26. No. 6865. Age 6, M. Paralysis with con- 
tracture of tibialis anticus. Operation, Oct. 26, ether, 
Dr. R. M. Lovett, tendon-transplantation, anterior 
tibial to outer part of dorsum of foot. Complications, 
none. Discharged relieved. Result, June, 1916, good 
anatomical result; walks with brace; too early to record 
complete functional result. 

CASE 27. No. 5647. Ag F. Infantile paralysis 
(flail-ankle). Operation, Oct. 26, ether, Dr. Robert 
Soutter, astragalectomy. Complications, none. Dis- 
charged relieved. Late result, not known. 

CasE 28. No. 6859. Age 4, F. Obstetrical paralysis. 
Operation, Oct. 26, ether, Dr. James W. Sever, osteotomy 
of acromion; division of subscapular tendon and portion 
of pectoralis major. Complications, none. Discharged 
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relieved. Result, May, 1916, anatomical trouble corrected; 
functional result good. 

CAsE 29. No. 6840. Age 6, F. Infantile paralysis 
(deltoid). Operation, Oct. 26, ether, Dr. A. T. Legg, 
origin of pectoralis major muscle transplanted into scapula. 
Complications, none. Discharged relieved. Result, 
July, 1916, still wearing apparatus. Too early for func- 
tional result. 

CasE 30. No. 6868. Age 8, F. Spastic paralysis. 
Operation, Oct. 27, ether, Dr. Augustus Thorndike, myot- 
omies of adductors of both hips; tenotomies of both sets 
of hamstrings. Complications, none. Discharged re- 
lieved. Result, July, 1916, anatomical result good; too 
early for full functional result; using caliper splints. 

CASE 31. No. 6839. Age7,F. Congenital torticollis, 
right. Operation, Oct. 27, ether, Dr. J. W. Sever, division 
of sternal and clavicular portions of sternomastoid muscle. 
Complications, none. Discharged relieved. Result, 
June, 1916, overcorrected; functional result good; still 
wearing brace. 

CASE 32. No. 6837. Age 11, M. Contracted foot, 
left (infantile paralysis); spina bifida. Operation, Oct. 27, 
ether, Dr. A. Ehrenfried, plantar fasciotomy; tendo 
achilles lengthened. No complications. Discharged re- 
lieved. Result, March 8, 1916, cavus persists; walks in 
varus; 40° motion in flexion; no equinus; needs special shoe 
and later further operation. 

CasE 33. No. 6844. Age 1, F. Congenital disloca- 
tion of both hips. Operation, Oct. 28, ether, Dr. R. M. 
Lovett, Schanz method on left; Bradford machine on right. 
Complications, none. Discharged relieved. Result, 
July, 1916, both hips reduced; too early for functional 
result. 

CASE 34. No. 6864. Age 4, F. Bow-legs. Operation, 
Oct. 28, ether, Dr. Augustus Thorndike, tenotomy of 
tendo achilles; osteoclasis. Complications, none. Dis- 
charged relieved. Result, Aug., 1916, patient has diph- 
theria. 

CAsE 35. No. 1903. Age 12, F. Contracture of hip 
(infantile paralysis). Operation, Oct. 28, ether, Dr. 
Robert Soutter, fasciotomy (Soutter). Complications, 
none. Discharged relieved. Result, Aug., 1916, still 
under hospital treatment; wearing jacket for scoliosis; 
has been benefitted by the operation. 

CASE 36. No. 6848. Age 5, F. Torticollis. Op- 
eration, Oct. 28, ether, Dr. A. T. Legg, myotomy, sterno- 
mastoid. Complications, none. Discharged relieved. 
Result, May, 1916, overcorrected; motions limited. 

CasE 37. No. 6861. Age 10, M. Torticollis. Op- 
eration, Oct. 28, ether, Dr. Henry F. Fitzsimmons, myot- 
omy of sternomastoid. Complications, none. Dis- 
charged relieved. Result, July, 1916, overcorrected; ex- 
cellent functional result; can rotate and flex head in all 
directions. 

Case 38. No. 5249. Age 4, F. Congenital disloca- 
tion of both hips. Operation, Oct. 28, ether, Dr. Henry F. 
Fitzsimmons, reduction by Fitzsimmons machine. Com- 
plications, none. Discharged relieved. Result, June, 
1916, both hips reduced; too early for functional result, 

Case 39. No. 6866. Age 1, M. Double congenital 
equinovarus. Operation, Oct. 28, ether, Dr. Frank R. 
Ober, manipulation; plastic on deltoid ligament. Com- 
plications, none. Result, June, 1916, anatomical, over 
corrected; functional, beginning to walk with: braces; too 
early for report. 

CasE 4o. No. 6838. Age 5, F. Congenital disloca- 
tion of left hip. Operation, Oct. 29, ether, Dr. R. M. 
Lovett, Schanz method of reduction. Complications, 
none. Discharged relieved.. Result, July, 1916, hip in 
place; walks well. 
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Throat Service 

Twelve operations for removal of both tonsils and ade- 
noids, and 6 for removal of adenoids alone were per- 
formed by Drs. F. E. Garland and E. W. Herman. Ether 
or gas and ether were used as anesthetics. There were 
no complications. All were discharged in good condition. 
Late results were obtained in 7 cases. In 6 they were 
entirely satisfactory. In 1 case of adenoids, mouth- 
breathing and colds continued although the adenoids were 
entirely removed. 

One submucous resection for deviated septum was per- 
formed by Dr. E. W. Herman, with good immediate result. 

Three cases of post-diphtheritic laryngeal stenosis were 
operated on by Dr. D. C. Greene, Jr., laryngoscopy and 
dilatation. All discharged improved. In 2 cases bougies 
No. 28 F. were passed at intervals subsequently, May and 
April, 1916. One case required frequent subsequent 
dilatations under ether with steel sounds; developed 
whooping-cough in March, 1916. Last dilatation June 6, 
1916. There was considerable reaction, severe paroxysms 
of coughing; cyanosis. Died June 8, 1916. 

Two cases of stricture of the cesophagus were operated 
on by Drs. Greene and Garland, cesophagoscopy and dila- 
tation.” Both discharged relieved. Subsequent dilata- 
tions at intervals. Late results satisfactory. 


FORSYTH DENTAL INFIRMARY 
Forty-two Cases 

There were 35 cases of removal of both tonsils and 
adenoids; 6 cases of removal of adenoids alone; and 1 case 
of submucous resection of septum with turbinotomy. 

Dr. W. E. Chenery operated on 10 cases and Dr. Louis 
Arkin on 32. Nitrous oxide-ether anesthesia was used 
on all cases. There were no complications. All were dis- 
charged relieved; 36 cases returned for examination from 
one month to eight months subsequent to discharge. In 
all cases the results were excellent. 


FREE HOSPITAL FOR WOMEN 
Twenty-two Cases 

Case 1. No. 9865. Age 46. Came for relief of metror- 
rhagia and pain in left lower quadrant. Pre-operative 
diagnosis, multiple fibroids. Operation, Oct. 26, ether, 
Dr. W. P. Graves, supravaginal hysterectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 10, relieved. Result, June, 1916, anatomi- 
cal condition excellent. Patient feels well except for ‘hot 
flashes,” which are not very troublesome. 

CasE 2. No. 9862. Age 26. Came for relief of constant 
backache and dysmenorrhoea. Pre-operative diagnosis, 
anteflexion; retrocession. Operation, Oct. 26, ether, Dr. 
W. P. Graves, dilatation; fixation of round ligaments 
(Olshausen). Post-operative diagnosis, same. Complica- 
tions,none. Discharged Nov. 12, relieved. Result, Dec., 
1915, anatomical condition excellent; patient feels well 
and is going to work. 

CAsE 3. No. 9868. Age 35. Came for relief of pain 
in the right lower quadrant, and irregular bleeding. Pre- 
operative diagnosis, retroversion-flexion. Operation, 
Oct. 26, ether, Dr. H. T. Hutchins, dilatation; supra- 
vaginal hysterectomy; appendectomy. Post-operative 
diagnosis, same; with acute salpingitis. Complications, 
none. Discharged Nov. 10, relieved. June, 1916, pain in 
right side. Second operation Apr. 11, 1916, large cyst of 
the right broad ligament removed. Perfectly well since 
second operation 

Case 4. No. 9872. Age 38. Came for relief of protru- 
sion from vagina. Pre-operative diagnosis, procidentia; 
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elongated cervix with erosion. Operation, Oct. 26, ether, 
Dr. W. P. Graves, amputation of cervix; supravaginal 
hysterectomy (first stage of operation); second stage 
done three weeks later. Post-operative diagnosis, same. 
Complications, none. Discharged Dec. 3. Results, June, 
1916, anatomical condition good; slight relaxation of 
perineum; feels perfectly well; no “hot flashes.” 

Case 5. No.9857. Age 41. Came for relief of bearing- 
down pains; backache; protrusion from vagina. Pre- 
operative diagnosis, wide diastasis of recti muscles; 
retroversion with prolapse; rectocele; cystocele. Opera- 
tion, Oct. 26, ether, Dr. R. G. Wadsworth, dilatation and 
curettage; trachelorrhaphy; anterior colporrhaphy; peri- 
neorrhaphy; appendectomy; posterior fixation of uterus; 
approximation of recti muscles, Post-operative diagnosis, 
same. Complications, considerable shock for six hours. 
Discharged Nov. 15, relieved. Results, June, 1916, ana- 
tomical condition good; slight recurrence of cystocele; 
complete relief of backache; some irritation of bladder with 
frequency of micturition. 

CasE 6. No. 9806. Age 4o. Came for relief of pain on 
sitting and discomfort from protrusion from vagina. 
Pre-operative diagnosis, complete procidentia; hyper- 
trophied and ulcerated cervix. Operation, Oct. 26, 
ether, Dr. W. P. Graves, anterior colporrhaphy; perineor- 
rhaphy (second stage of operation; first stage had been 
done three weeks previous). Post-operative diagnosis, same. 
Complications, none. Discharged Nov. to, relieved. 
Results, June, 1916, slight bulging at lower end of abdom- 
inal wound; results otherwise excellent; patient feels per- 
fectly well; no “hot flashes.” 

Case 7. No. 9853. Age 34. Came for the relief of 
dysmenorrhoea and pain in left lower quadrant. Pre- 
operative diagnosis, retroversion. Operation, Oct. 26, 
ether, Dr. W. P. Graves, supravaginal hysterectomy; 
appendectomy; implantation of ovarian tissue. Post- 
operative diagnosis, retroversion; pelvic inflammation. 
Complications, none. Discharged Nov. 10, relieved. 
Result, June, 1916, anatomical condition excellent; 
ovarian tissue palpable in abdominal wall; no symptoms; 
no ‘‘hot flashes.” 

CasE 8. No. 9867. Age 33. Came for relief of menor- 
rhagia; pain and tenderness in left lower quadrant. Oper- 
ation three years previous for tubal pregnancy. Pre- 
operative diagnosis, “superfluous” uterus. Operation, 
Oct. 27, ether, Dr. W. P. Graves, supravaginal hyster- 
ectomy; lysis of adhesions. Post-operative diagnosis, 
same; adhesions. Complications, none. Discharged 
Nov. 12, relieved. Result, Dec., 1915, wound strong; 
patient feels well. 

CasE 9. No. 9861. Age 30. ‘Came for relief of back- 
ache; bearing-down pains; frequency of micturition. 
Pre-operative diagnosis, relaxation of vaginal outlet; 
prolapse; laceration of cervix. Operation, Oct. 27, ether, 
Dr. IF. A. Pemberton, dilatation; anterior colporrhaphy; 
perineorrhaphy; appendectomy; fixation of round liga- 
ments (Olshausen). Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 16, relieved. 
Result, June, 1916, anatomical condition excellent; patient 
— improved; occasional discomfort in right lower 
pelvis. 

Case 10. No. 9874. Age 24. Came for relief of dys- 
menorrhoea and sterility. Pre-operative diagnosis, ante- 
flexion with retroversion. Operation, Oct. 27, ether, 
Dr. F. A. Pemberton, dilatation; appendectomy; fixation 
of round ligaments (Olshausen). Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 12, re- 
lieved. Result, May, 1916, anatomical condition ex- 
cellent; anteflexion corrected; dysmenorrhcea much 
better. 


Case 11. No. 9873. Age 46. Came for relief of pro- 
trusion from vagina, with bearing-down pains. Pre-op- 
erative diagnosis, prolapse. Operation, Oct. 27, ether, 
Dr. W. P. Graves, amputation of cervix; anterior colpor- 
thaphy; perineorrhaphy; fixation of round ligaments. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 15, relieved. Result, June, 1916, slight 
rectocele; anatomical result otherwise excellent; patient 
feels much better; occasional backache; few “‘hot flashes.” 

Case 12. No. 9860. Age 46. Came for the relief of 
menorrhagia. Pre-operative diagnosis, fibroid. Opera- 
tion, Oct. 27, ether, Dr. W. P. Graves, supravaginal 
hysterectomy. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 12, relieved. Result, 
June, 1916, anatomical condition excellent; patient feels 
perfectly well. 

CasE 13. No. 9852. Age 4s. Came for relief of back- 
ache; profuse leucorrhoea. Pre-operative diagnosis, 
pelvic inflammation; ? of mass in left side. Operation, 
Oct. 27, ether, Dr. F. A. Pemberton, supravaginal hyster- 
ectomy. Post-operative diagnosis, same; hydrosalpinx 
and fibromyoma. Complications, none. Discharged 
Nov. 12, relieved. Result, June, 1916, abdominal wound 
solid; slight laceration of perineum and some cystocele; 
— feels perfectly well except for ‘‘hot flashes” once 
a day. 

14. No. 9856. Age 25. Came for relief of sterility 
and dysmenorrhea. Pre-operative diagnosis, anteflexion 
with retrocession, Operation, Oct. 27, ether, Dr. F. A. 
Pemberton, dilatation of cervix; fixation of round liga- 
ments (Olshausen). Post-operative diagnosis, same. 
Discharged Nov. 10, relieved. Result, June, 1916, ana- 
tomical condition excellent; dysmenorrhoea greatly re- 
lieved. 

CasE 15. No. 9864. Age 32. Came for the relief of 
metrorrhagia, with pain in left lower quadrant. Pre- 
operative diagnosis, anteflexion. Operation, Oct. 27, 
ether, Dr. H. W. Baker, dilatation; appendectomy; intra- 
abdominal shortening of round ligaments (Mayo). Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 10, relieved. Result, June, 1916, anatomi- 
cal condition excellent; metrorrhagia has ceased; patient 
complains of vaginal and abdominal discomfort; no 
anatomical cause found. 

Case 16. No. 9876. Age 43. Came for relief of painful 
and bleeding hemorrhoids. Pre-operative diagnosis, 
lacerated perineum with cystocele; hemorrhoids and fis- 
sure in ano. Operation, Oct. 28, ether, Dr. F. A. Pem- 
berton, anterior colporrhaphy; perineorrhaphy; excision 
of rectal polyp and hemorrhoids. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 15, 
relieved. Late result, June, 1916, good result from 
vaginal operation; patient much improved; little bleeding 
from hemorrhoids when constipated. 

Case 17. No. 9869. Age 23. Came for relief of retro- 
version. Pre-operative diagnosis, retroversion-flexion 
with prolapse. Operation, Oct. 28, ether, Dr. W. P. 
Graves, appendectomy; fixation of round ligaments 
(Olshausen). Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 10, relieved. Late result, 
unknown. 

Case 18. No.9870 Age 53. Came for relief of pressure 
of tumor on bladder. Pre-operative diagnosis, large 
abdominal tumor, probably fibroid. Operation, Oct. 28, 
ether. Dr. H. W. Baker, supravaginal hysterectomy; 
excision of cyst. Post-operative diagnosis, large uterus 


with ovarian cyst (adenocarcinoma of ovary). Complica- 
tions, none. Discharged Nov. 11, relieved. Late result 
June, 1916, anatomical result excellent; patient feels 
perfectly well, 
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CasE 19. No. 9871. Age 46. Came for relief of menor- 
rhagia” Pre-operative diagnosis, fibroids; post-operative 
hernia. Operation, Oct. 28, ether, Dr. W. P. Graves, 
supravaginal hysterectomy; lysis of adhesions; radical 
cure of hernia. Post-ope itive diagnosis, same; pelvic 
inflammation. Complications, none. Discharged Nov. 25. 
Late result, May, 1916, ? of weakness in left inguinal 
a. anatomical result otherwise excellent; patient feels 
well. 

CASE 20. No. 9859. Age 38. Came for relief of incon- 
tinence of feces; backache; pain in right side. Pre-opera- 
tive diagnosis, complete laceration of perineum. Opera- 
tion, Oct. 28, ether, Dr. W.P. Graves, anterior colpor- 
rhaphy (Emmett’s); perineorrhaphy for complete lacera- 
tion. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 20, relieved; complete control of 
gas and feces. Late result unknown. 

CASE 21. No. 9854. Age 31. Came for relief of con- 
stant dull ache in left lower quadrant; irregular periods. 
Pre-operative diagnosis, retroversion; sterility. Opera- 
tion, Oct. 28, ether, Dr. F. A. Pemberton, right salpingo- 
oophorectomy; fixation of round ligaments (Olshausen); 
appendectomy. Post-operative diagnosis, retroversion; 
tubal pregnancy. Complications, none. Discharged 
Nov. 15, relieved. Late result, June, 1916, anatomical 
condition excellent; pregnant six months. 

CasE 22. No. 9855. Age 44. Came for relief of 
metrorrhagia; pain in lower abdomen. Pre-operative 
diagnosis, diastasis of recti muscles; probable fibroid. 
Operation, Oct. 29, ether, Dr. W. P. Graves, supravaginal 
hysterectomy; appendectomy; approximation of recti 
muscles. Post-operative diagnosis, same; hydrosalpinx. 
Complications, none. Discharged Nov. 15, relieved. Late 
result, unknown. 


HOUSE OF THE GOOD SAMARITAN 
Three Cases 

Case 1. No. 2022. Age 9, F. Infantile paralysis; 
flexion of hip. Operation, Oct. 28, ether, Dr. Robert 
Soutter, “‘Soutter operation.” Complications, diphtheria, 
Result, Aug., 1916, hips straight; patient able to walk with 
apparatus to keep knees straight, the muscles controlling 
the knee being paralyzed. Patient had not walked before 
operation for seven years. 

CaSE 2. No. 2017. Age 2, M. Congenital dislocation 
of hip. Operation, Oct. 27, ether, Dr. James W. Sever, 
reduction of dislocation by Bradford’s machine. Result, 
Aug., 1916, hip in place but the leg stiff. Manipulation 
under ether. Ultimate results to be expected in about 
nine months from now. 

CASE 3. No. 2019. Age 8, M. Obstetrical paralysis 
of right arm. Operation, Oct. 28, ether, Dr. James W. 
Sever, myotomy of subscapularis and pectoralis major. 
Results, Aug. 11, 1916, excellent. 


LONG ISLAND HOSPITAL 
Nine Cases 

CasE 1. No. 35523. Age 65, F. Fibroid of uterus. 
Operation, Oct. 26, ether, Dr. J. H. Cunningham, Jr., 
exploratory. Post-operative diagnosis, carcinoma of the 
uterine body. Complications, none. Discharged dead, 
Feb. 24, 1916, metastatic carcinoma. 

Case 2. No. 35688. Age 63, M. Painful and frequent 
micturition. Pre-operative diagnosis, stone in bladder; 
hypertrophy of prostate. Operation, Oct. 26, ether, 
Dr. J. H. Cunningham, Jr., perineal section; prostatec- 
tomy. Post-operative diagnosis, stone in bladder; median 
prostatic bar. Complications, perineal fistula, loss of 


vesical control. Discharged Jan. 12, 1916, partial incon- 
tinence. July, 1916, partial incontinence. 

CasE 3. No. 25501. Age 48, M. Tumor of jaw. Ope- 
ration, Oct. 26, ether, Dr. J. H. Cunningham, Jr., tumor 
removed. Post-operative diagnosis, adenoma, Complica- 
tions, slight facial paralysis. Discharged Nov. 18, very 
slight facial paralysis. Result, July, 1916, perfect. 

CasE 4. No. 33902. Age 69, M. Hypertrophy of 
prostate. Operation Oct. 26, ether, Dr. J. H. Cunning- 
ham, Jr., perineal prostatectomy. Complications, epidid- 
ymitis. Discharged Jan. 12, 1916, partial incontinence. 
Re-admitted Apr. 17, 1916, epididymitis. 

Case 5. No. 35160. Age 60, F. Prolapse of uterus; 
chronic interstitial nephritis. Operation, Oct. 27, ether, 
Dr. J. H. Cunningham, Jr., uterus bisected and sutured 
to the rectus sheath. Complications, ether pneumonia. 
Discharged dead, Oct. 31. 

Case 6. No. 35579. Age 64, M. Pre-operative diag- 
nosis, left inguinal hernia. Operation, Oct. 27, novocaine, 
Dr. J. H. Cunningham, Jr., Bassini operation. Complica- 
tions, none. Results, July, 1916, perfect. 

Case 7. No. 35742. Age 46, M. Pre-operative diag- 
nosis, left inguinal hernia. Operation, Oct. 27, novocaine, 
Dr. J. H. Cunningham, Jr., Bassini operation. Complica- 
tions, none. Discharged Nov. 17, relieved. Results, 
July, 1916, perfect. 

Case 8. No. 35573. Age 53, M. Stricture of urethra. 
Operation, Oct. 27, novocaine plus ether, Dr. J. H. Cun- 
ningham, Jr., perineal section. Complications, none. 
Patient not discharged. Results, July 1916, perfect. 

Case 9. No. 35676. Age 7, M. Spastic paralysis. 
Operation Oct. 29, ether, Dr. Robert Soutter, trans- 
plantation of upper attachment of extensor of hip, “‘Soutter 
operation.” Complications, none. Aug., 1916, patient 
still in hospital. Results of operation most satisfactory; 
hips straight; able to walk with hips straight. Apparatus 
to control the knees where there is a spastic paralysis. 


MASSACHUSETTS CHARITABLE EYE AND EAR 
INFIRMARY 
Sixty-nine Cases 
Ophthalmic Service 


Case 1. No. 4217. Age 24,M. Piece of steel in eye- 
ball. Operation, Oct. 25, cocaine, Dr. W. B. Lancaster, 
removal of foreign body. Complications, exudative cho- 
roiditis. Discharged Nov. 22; eye white, exudate in 
choroid, shadows, projection faulty; vision 20/20+. 

CasE 2. No. 4218. Age4o,F. Tumor of right orbit. 
Operation, Oct. 29, ether, Dr. E. K. Ellis. Extirpation of 
right lachrymal gland. Post-operative diagnosis: degen- 
eration of right lachrymal gland. No complications. 
Discharged Oct. 24. 

Case 3. No. 4206. Age 44, M. Came for relief of 
ectropion of lower lids. Operation, Oct. 25, ether, Dr. E. 
K. Ellis, plastic operation; Snellen’s sutures. No com- 
plications. Discharged Nov. 9. Result good. 

Case 4. No. 4028. Age 71, M. Hypermature cata- 
ract, left. Operation, Oct. 25, cocaine, Dr. P. H. Thomp- 
son, combined extraction of cataract. No complications. 
Diabetes. Discharged Nov. 10. Eye white and quiet; 
vision with glasses 20/40. End-result Aug. 11, 1916, eye 
white and quiet; vision with glass 20/40+-. 

Case 5. No. 4220. Age 67, F. Cataract, left eye. 
Operation, Oct. 26, cocaine, Dr. Myles Standish, intra- 
capsular extraction of cataract by Smith method; slight 
loss of vitreous. No complications. Discharged’ Nov. 


17; vision 20/20; condition good. End-result, Aug. 12, 
1916, good; no details given. 


= 
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Case 6. No. 4248. Age 23, F. Came for relief of 
phthisis bulbi. Operation, Oct. 28, ether, Dr. H. B. 
Stevens, enucleation with insertion of glass ball. No 
complications. Discharged Nov. 15; condition good. 

CASE 7. No. 4316. Age 61, IF’. Senile mature cata- 
ract, left. Operation, Oct. 29, cocaine, Dr. P. H. Thomp- 
son, combined cataract extraction. Complication, slight 
iritis. Discharged Nov. 27, slight injection present; some 
capsule in pupil; vision with glass 20/50+. 

8. No. 4237. Age75,1°. Senile immature cata- 
ract, left. Operation, Oct. 28, holocaine, Dr. IF’. E. Cheney, 
extraction of cataract with buttonhole iridectomy. Com- 
plication, iritis. Discharged Nov. 22, vision i con- 
dition not noted. 

Case 9. No. 4314. Ages3,F’. Staphyloma of cornea, 
right. Operation, Oct. 29, ether, Dr. P. H. Thompson, 
enucleation with insertion of glass ball. No complications. 
Discharged Nov. 11; condition good. 

Case 10. No. 4244. Age 64, F. Senile mature cata- 
ract, left. Operation, Oct. 28, holocaine, Dr. F. E. 
Cheney, cataract extraction with buttonhole iridectomy. 
No complications. Discharged; condition good. End- 
result, no date given, eye in good condition; vision with 
glass 20/20. 

Case 11. No. 4317. Age 27, F. Foreign body left, 
eyeball. Operation, Oct. 29, ether, Dr. W. B. Lancaster, 
removal of foreign body with magnet. No complications. 
Discharged Nov. 11, some injection still; vision 20/40. 

Case 12. No. 3918. Age 3, M. Pulsating exoph- 
thalmos; arteriovenous aneurism of orbit. Operation, 
Oct. 27, ether, Dr. Lincoln Davis, Kroenlein operation; 
several enlarged vessels tied at apex of orbit. Complica- 
tion, whooping cough. Discharged Nov. 20, relieved. 
Result, June, 1916, exophthalmos practically gone; no 
pulsation or bruit; vision good; motions good; internal 
rotation limited; excellent cosmetic result. 

13. No. 4281. Age3,F. Buphthalmos of both 
eyes. Operation, Oct. 26, ether, Dr. G. S. Derby, para- 
centesis, anterior chamber, left. No complications. Dis- 
charged Nov. 1; eye white and quiet; condition same. 
Iind-result, July 1, 1916, unchanged; condition not 
relieved. 

Case 14. No. 4233. Age 52, F. Intra-ocular tumor, 
right. Operation, Oct. 26, novocaine, Dr. W. B. Lan- 
caster, enucleation. No complications. Post-operative 
diagnosis, melanotic sarcoma of choroid. Discharged 
Nov. 1; wound healed; condition good. 

Case 15. No. 4241. Age 19, F. Chronic dacryo- 
cystitis, left. Operation Oct. 22, ether, Dr. P. S. Smyth, 
removal of tear sac. No complications. Discharged 
Nov. 4; wound healed. 

CasE 16. No. 4225. Age 73, F. Immature cataract, 
right. Operation, Oct. 27, cocaine, Dr. I. H. Verhoeff, 


cataract extraction in capsule; Torok method. Complica- 


tion, capsule not removed; required needling. Discharged 
Nov. 9; eye somewhat injected; good opening in capsule. 

Case 17. No. 3923. Age 40, M. Perforating wound 
right eyeball. Operation, Oct. 25, novocaine, Dr. W. B. 
Lancaster, enucleation, right eye. Considerable amount 
of pain during operation. No complications. Dis- 
charged Oct. 30; wound healed. 

Case 18. No. 4243. Age 63,M. Senile mature cata- 
ract, left. Operation, Oct. 29, cocaine, Dr. P. H. Thomp- 
son, combined cataract extraction. No complications. 
Discharged Nov. 13; eye white and quiet; slight membrane 
in pupil; vision with glass 20/40—. 

Case 19. No. 3809. Age 60, M. Secondary cata- 
ract, right. Operation, Oct. 25, cocaine, Dr. P. H. Thomp- 
son, needling right. Nocomplications. Discharged Nov. 
27; eye quiet; vision with glass 20/70. 


Case 20. No. 4146. Age 70, M. Immature cata- 
ract, right. Operation, Oct. 25, cocaine, Dr. P. H. Thomp- 
son, combined cataract extraction; loss of vitreous. No 
complications. Discharged Nov. 20; pupil and medea clear; 
eye white and quiet; vision with glass 20/70. __End-result 
June 29, 1916, pupil drawn up; some capsule in pupil; 
vision with glass. 20/40. 

CASE 21. No. 4239. Age 65, F. Immature cataract, 
right. Operation, Oct. 27, cocaine, Dr. F. H. Verhoeff, 
combined cataract extraction. No complications. Dis- 
charged Nov. 9. Condition good. End-result, condition 
good; vision with glass 20/20. 

CasE 22. No. 4301. Age 53, M. Chronic dacryo- 
cystitis, left. Operation, Oct. 27, ether, Dr. P. S. Smyth. 
extirpation of left lachrymal sac. No complications, 
Discharged Nov. 1; wound well healed. End-result, no 
scar visible; slight lachrymation; good result. 

23. No. 4287. Age 41, M. Pterygium of both 
eyes. Operation, Oct. 29, cocaine, Dr. E. K. Ellis, Mc- 
Reynold’s transplantation operation, both eyes. No com- 
plications. Discharged Nov. 1; good result. End-result 
no recurrence of disease. 

CasE 24. No. 4297. Age 53, M. Secondary cataract 
left. Operation, Oct. 29, cocaine, Dr. P. H. Thompson, 
needling. No complications. Discharged Nov. 2; eye 
white and quiet. End-result, pupil clear; vision with 
glass 20/20. 

25. No. 4101. Age58,M. Secondary cataract, 
right. Operation, Oct. 29, cocaine, Dr. P. H. Thompson, 
needling. No complications. Discharged Nov. 26, eye 
white and quiet; vision with glass 20/30. End-result, good 
opening in pupil; vision with glass 20/40; vision reduced 
somewhat by small corneal scar. 

Casr 26. No. 4071. Age 72, M. Senile mature 
cataract right. Operation, Oct. 26, cocaine, Dr. Myles 
Standish, combined extraction; loss of vitreous. Complica- 
tions, conjunctivitis from trichiasis. Discharged Nov. 10; 
condition good. End-result, clear opening in pupil; vision 
with glass 20/30. 

CasE 27. No. 4305. Age 45, F. Secondary cataract, 
right eye. Operation Oct 28, cocaine, Dr. P. H. Thomp- 
son; needling. No complications. Discharged Oct. 30; 
slight injection; good opening in capsule. End-result, 
good; vision with glass 20/20. 

Case 28. No. 4308. Age 37, M. Acute glaucoma, 
right eye, following intracapsular extraction of congenital] 
cataract. Operation Oct. 29, Dr. Driver, cataract knife 
passed across anterior chamber and through the sclera 
allowing escape of aqueous. Complication, piece of iris 
carried into incision. Discharged Nov. 11; condition 
good; tension normal. End-result, patient has a definite 
filtration scar; tension 18 mm.; vision with glass 20/30. 

CasE 29. No. 4242. Age 590, M. Immature senile 
cataract, left eye. Operation, Oct. 28, holocaine, Dr. F. 
I. Cheney, combined extraction. No complications. 
Discharged Nov. 22; condition good. End-result; good 
opening in pupil; vision with glass 20/30. 

CAsE 30. No. 4168. Age 50, F. Subacute glaucoma, 
right eye. Operation, Oct. 25, ether, Dr. P. H. Thompson, 
iridectomy, right. No complications. Discharged Nov. 
13; eye white and quiet; vision 20/100. End-result, 
good; small tag of iris caught in wound; tension 18 mm.; 
vision with glass 20/70+. 

CASE 31. No. 4254. Age67,M. Simple glaucoma, left; 
tension 70 mm. Operation, Oct. 27, cocaine, Dr. David 
Harrower, iridotasis. No complications. Discharged 
Oct. 31, improved. End-result; eye white and quiet; 
tension 10 mm.; filtration scar. 

CasE 32. No. 4245. Age69,M. Immature cataract, 
left. Operation, Oct. 27, cocaine, Dr. F. H. Verhoeff, 
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cataract extraction in capsule; iridectomy; loss of vitreous. 
No complications. Discharged Nov. 5; eye white and 
quiet. End-result, June, 24; 1916, clear pupil; vitreous 
opacities; vision with glass 20/200. 


Aural Service 

CasE 33. No. 4262. Age 24, F. Left otitis media 
suppurativa chronica. Operation, Oct. 25, ether, Dr. E. 
A. Crockett, radical mastoid operation; sinus uncovered. 
Complications, none. Discharged Nov. 20; good condi- 
tion; cavity well epidermatized and almost dry. 

Case 34. No. 4247. Age 35, F. Chronic sinusitis of 
left antrum and ethmoids. Operation, Oct. 25,, ether, 
Dr. F. P. Emerson, radical operation through canine fossa, 
anterior and posterior ethmoidal cells exenterated. Com- 
plications, none. Discharged Nov. 4, good condition. 
Late result, Aug., 1916, free from symptoms; nose clean. 

CasE 35. No. 4265. Age 23,M. Pansinusitis (right). 
Operation, Oct. 25, ether, Dr. W. F. Knowles, Killian 
operation; radical antrum operation. Complications, 
none. Discharged November 6 in good condition; wound 
healed; slight nasal discharge. 

CasE 36. No. 4267. Age8 months, F. L.O.M.S.A. 
with post-aural abscess. Operation, Oct. 25, ether, Dr. 
F. L. Bogan, antrum opened; necrotic bone curetted. 
Complications, none. Discharged Nov. 9, condition good; 
wound healed; ear dry. 

CasE 37. No. 4250. Age 27, M. R.O.M.S.Ch. 
Fistula test positive. Operation Oct. 26, ether, Dr. F. L. 
Jack, right radical mastoid. Complications, none. Dis- 
charged Nov. 15, good condition; cavity well epidermatiz- 
ed. Late result, June, 1916, discharge persists; vertigo; 
deafness worse; to be re-admitted. 

CAsE 38. No. 4177. Age 22,M. R.O. M.S. A. with: 
mastoiditis. Operation, Oct. 26, ether, Dr. G. H. Powers, 
Jr., simple mastoid operation. Complications none. 
_— Nov. 13; condition good; ear dry; wound heal- 
ed. 

CasE 39. No. 4300. Age 23, M. L.O.M.S.Ch. 
Operation, Oct. 27, ether, Dr. Philip Hammond, radical 
mastoid with primary skin-graft; sclerosed mastoid with 


cholesteatoma. Complications, none. Discharged Nov. 
18; cavity epidermatized. 
40. No. 4263. Ager, F. A. D.O. M.S. Ch. 


with acute exacerbation. Operation. Oct. 27, ether, Dr. 
H. D. Walker, simple mastoid operation; sinus exposed. 
Complications, polyp removed from middle ear, Nov. 1. 
Discharged Nov. 22. Late result, July, 1916, middle ear 
still discharging, filled with granulations.and cholesteato- 
matous material. Hearing test:1-25 w.v., 10/20 Rinné, 
n Limits, 256 L. L., 5-25, 15-7, galton n, 256. 

Case 41. Age 16, M. Perichondritis of right auricle. 
Operation Oct.,27, ether, Dr. Calvin Faunce, evacuation 
of abscess; curettage of cartilage. Complications, acute 
tonsillitis. Discharged Nov. 22. 

Case 42. No. 4249. Age 5, F. L.O.M.S.Ch. 
Operation, Oct. 27, ether, Dr. L. E. White, radical mastoid 
operation with primary skin-graft. Post-operative diag- 
Nosis, same with sclerosed mastoid and cholesteatoma. 
Complications, none. Discharged in good condition; 
cavity well epidermatized; slight discharge. 

CasE 43. No. 4296. Age 24, F. R.O.M.S.Ch. 
with sclerosed mastoid. Operation, Oct. 28, ether, Dr. 
W. F. Knowles, radical mastoid operation with primary 
skin-graft; dura and sinus exposed. Complications, none. 
— Nov. 19; condition good; cavity well epiderma- 
tized. 

Case 44. No. 4283. Ageso,M. R.O.M.S.A. Mas- 
toiditis. Operation, Oct. 28, ether, Dr. W. F. Knowles, 
simple mastoid operation; sinus covered with granulations. 
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Complications, septic meningitis. Nov. 2., decompres- 
sion. Discharged Nov. 7, dead. 

Case 45. No. 4180. Age 16, F. L.O.M.S.Ch. 
Sclerosed mastoid. Operation, Oct. 28, ether, Dr. G. L. 
Tobey, radical mastoid operation. Complications, acute 
tonsillitis. Discharged in good condition; cavity well 
epidermatized. 

Case 46. No. 4319. Age 22,F. R.O.M.S.A., with 
post-aural abscess and mastoiditis, Operation, Oct. 20, 
gas oxygen, Dr. FE. A. Crockett, simple mastoid operation; 
sinus covered with granulations; dura of posterior fossa 
exposed; covered with granulations. Post-operative 
diagnosis acute exacerbation of chr.O. M. Complications, 
none. Discharged Nov. 22 in good condition. 

Case 47. No. 4087. Age,*® 19, F. R.O.M.S.Ch. 
Operation, Oct. 29, ether, Dr. F. P. Emerson, radical 
mastoid; sinus exposed and accidentally opened. Com- 
plications, none. Discharged Nov. 20 in good condition. 
Cavity epidermatized; slightly moist. Late result, June, 
1916, right dry, left still discharging; Shout conversa- 
tion R; .5 upper limit; 96 lower limit, 3-5 Rinné L o-o-o, 

Case 48. 25M. Dizzinessand vertigo. R.O.M.S.Ch. 
Right labyrinthine irritation. Operation, Oct. 29, ether, 
Dr. G. H. Powers, radical mastoid operation; sinus and 
dura not exposed. Complications, none. Discharged 
Nov. 15; cavity epidermatized; vertigo absent. 

CasE 49. No. 4271. Age 26,M. Frontal pain; nasal 
discharge; chronic frontal sinusitis. Operation, Oct. 29, 
ether, Dr. O. A. Lothrop, ‘‘Lothrop” frontal sinus opera- 
tion. Complications, none. Discharged Nov. 10, wound 
healed; no pain or headache. 

CasE 50. No. 4321. Age6o,M. Epithelioma of right 
auricle. Operation, Oct. 29, gas-oxygen, Dr. Calvin 
Faunce, excision of growth and post-aural gland. Com- 
plications, none. Discharged Nov. 8 in good condition. 

Fifteen operations for removal of tonsils and adenoids 
were performed by Drs. F. L. Jack, E. A. Crockett, G. L. 
Tobey, C. A. Lothrop, L. T. Hill, and Dr. Poirier, ether, 
anesthesia. No complications. All were discharged 
relieved. Late results unknown. 

Four cases of deviation of nasal septum were operated 
on by Drs. Lothrop, Porter, and Hill under ether anzs- 
thesia with excellent immediate results. Late results 
not recorded. 


MASSACHUSETTS GENERAL HOSPITAL 
Eighty-one: Cases 
General Surgical Service 

No. 204847. Age 52, I’. Tumor of neck for 
16 years. No toxic symptoms. Pre-operative diagnosis, 
colloid goiter. Operation, Oct. 25, novocaine, Dr. C. A. 
Porter, both lobes removed except portion of upper poles. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 5, relieved. Late result, July, 1916, well 
healed scar; subjectively well in every respect. 

CASE 2. No. 204848. Age 60, Ff. Tumor in front of 
left ear, 7 years’ duration. Pre-operative diagnosis, mixed 
tumor of parotid. Operation, Oct. 25, novocaine, Dr. C. 
A. Porter, tumor shelled out. Post-operative diagnosis, 
same. Complications, none. No facial paralysis. Dis- 
charged Nov. 3, relieved. Result, July, 1916, letter states 
wound healed; no symptoms except eye is a little “‘ weak.” 

CasE 3. No. 204898. Age 39, F. Pain in abdomen 
and protrusion at umbilicus. Pre-operative diagnosis, 
umbilical hernia. Operation, Oct. 25, ether, Dr. D. F. 
Jones, radical cure of hernia. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 10, re- 
lieved. Result, July, 1916, condition excellent; no hernia; 
no pain; patient is very nervous; has headaches. 


CASE I. 
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Case 4. No. 204803. Age 50, F. Rectum protrudes 
on straining. Pre-operative diagnosis, prolapse of rec- 
tum. Operation, Oct. 25, ether and novocaine, Dr. D. F. 
Jones, rectopexy; cul-de-sac closed; rectum sutured to 
pelvic peritoneum. Complications, none. Discharged Nov. 
11, relieved. Result, July, 1916, abdominal wound solid; 
sphincter relaxed; on straining mucosa protrudes about 
two inches; has same trouble as before but toa less degree. 

CasE 5. No. 204860. Age 34, M. Pain in upper 
abdomen 1 year; slight jaundice; liver enlarged. Echino- 
coccus fixation test positive. Pre-operative diagnosis, 
echinococcus cyst of liver. Operation, Oct. 25, ether, novo- 
caine, Dr. D. F. Jones, drainage of echinococcus cyst of 
liver. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 20, relieved. ‘Results, July, 1916, 
sinus in flank discharging pus; patient looked sick; re- 
admitted for further operation. 

Case 6. No. 204937. Age 47, F. Indigestion and 
epigastric pain for 7 years. Pre-operative diagnosis, 
gall-stones. Operation, Oct. 25, ether, novocaine, Dr. 
D. F. Jones; gall-bladder, stomach, pancreas, spleen, 
and kidney seemed normal; appendectomy. Post-opera- 
tive diagnosis, obliterative appendicitis. Complica- 
tions, none. Discharged Nov. 9, relieved. Late result, 
June, 1916, patient complained of exactly same symptoms 
as before operation; pain in abdomen, back, and tenderness 
in gall-bladder region. Recommended for re-admission. 
Letter from patient, Aug., 1916, feeling better, ‘‘too busy” 
to enter hospital at present. 

Case 7. No. 204817. Age 27, F. Vomiting and epi- 
gastric pain 5 months; loss of weight, tumor. Pre-opera- 
tive diagnosis, carcinoma of stomach. Operation, Oct. 
26, ether, Dr. C. A. Porter, partial gastrectomy; anterior 
gastro-enterostomy. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 20, relieved. 
Late result, July, 1916, greatly improved after operation 
for 7 months; during last month pain and loss of weight. 
Re-admitted; probable recurrence; mass size of lemon in 
right epigastrium attached to liver. Further operation 
not advised. 

Case 8. No. 204832. Age 64, F. Tumor of neck for 
47 years. Pre-operative diagnosis, cystic goiter. Opera- 
tion, Oct. 26, gas and oxygen and novocaine, Dr. G. W. W. 
Brewster, removal of right lobe of thyroid. Post-opera- 
tive diagnosis, same. Complications, none. Discharged 
Nov. 12, relieved. Result, July, 1916, letter, feels much 
better; working; thinks operation a success. 

Case 9. No. 204881. Age 41, F. Pain in back; 
irregular menstruation; bladder irritation. Pre-operative 
diagnosis, myoma of uterus. Operation, Oct. 26, gas and 
ether, Dr. G. W. W. Brewster, cyst of broad ligament 
removed; appendectomy. Post-operative diagnosis, cyst 
of left broad ligament. Complications, none. Discharg- 
ed Nov. 10, relieved. Result, July, 1916, wound solid; 
no complaints; working. 

Case 10. No. 204694. Ages5o,M. Fracture of patella, 
1o days’ duration. Pre-operative diagnosis, same. 
Operation, Oct. 26, ether, Dr. C. L. Scudder, open reduc- 
tion and suture. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 14, relieved; on 
crutches. Result, July, 1916, bony union; flexion to be- 
yond right angle; extension normal, at times pain on walk- 
ing; has not worked since leaving hospital (painter). 

Case 11. No. 204801. Age30,F. Pain in right upper 
quadrant; vomiting; tenderness. Pre-operative diagnosis, 
cholelithiasis. Operation, Oct. 26, ether, Dr. G « We 
Brewster, cholecystectomy; gall-bladder filled with soft 
stones. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 18, relieved. Result, July, 1916, 
wound solid; patient well in every respect; working. 


Case 12. No. 204753. Age 47, F. Indigestion for 
years; pain and vomiting for three weeks; hematemesis. 
Pre-operative diagnosis, cholelithiasis or duodenal ulcer. 
Operation, Oct. 26, ether, Dr. G. W. W. Brewster, poste- 
rior gastro-enterostomy with infolding for duodenal ulcer; 
appendectomy. Post-operative diagnosis, duodenal ulcer; 
gall-bladder normal. Complications, none. Discharged 
Nov. 14, relieved. Result, July, 1916, wound solid; feels 
and looks well; has gained weight; no gastric symptoms. 

Case 13. No. 204878. Age 32, M. Pre-operative 
diagnosis, ununited fracture, neck of femur. Operation. 
Oct. 27, ether, Dr. C. L. Scudder, bone-peg from tibia 
inserted into neck of femur; plaster. Post-operative diag- 
nosis, same. Complications, none. Discharged Dec. 17, 
relieved, in plaster. Late result, bone-peg accidentally 
fractured while changing plaster Feb., 1916. Result, 
June, 1916, no plaster; position excellent; can flex thigh 
on trunk; motions somewhat restricted; not yet bearing 
full weight on thigh. 

Case 14. No. 204988. Age 42, F. Tumor of breast, 
1 year’s duration. Pre-operative diagnosis, fibrocystic 
disease. Operation, Oct. 27, gas and ether, Dr. G. W. W. 
Brewster, subcutaneous excision of ones Post-opera- 
tive diagnosis, periductal fibroma. Complications, none. 
Discharged Nov. 5, relieved. Result, July, 1916, patient 
reports by letter, general health greatly improved. 

Case 15. No. 204951. Age 56, F. Indigestion and 
attacks of pain in right side of abdomen. Pre-operative 
diagnosis, gall-stones. Operation, Oct. 27, gas and ether, 
Dr. G. W. W. Brewster, cholecystectomy. Post-opera- 
tive diagnosis, same. Complications, none. Discharged 
Nov. 17, relieved. Result, July, 1916, wound solid; 


_complains of same discomfort as before operation; heart- 


burn; bismuth X-ray negative. 

Case 16. No. 204950. Age 62, M. Frequent urina- 
tion; one attack of retention. Pre-operative diagnosis, 
hypertrophied prostate. Operation, Oct. 27, spinal 
anesthesia, Dr. Franklin G. Balch, perineal prostatectomy. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 10, relieved. Result, July, 1916, 
general condition excellent; wound solid; working; no 
urinary symptoms; urine clear, no residual. 

Case 17. No. 204845. Age 49, M. Pre-operative 
diagnosis, epigastric hernia. Operation, Oct. 27, ether, 
Dr. Franklin G. Balch, closure of epigastric hernia. Com- 
plications, none. Discharged Nov. 10, relieved. Result, 
July, 1916, wound solid; no symptoms; working. 

CAsE 18. No. 204879. Age 30, F. Large abdominal 
tumor. Pre-operative diagnosis, ovarian cyst. Opera- 
tion, Oct. 27, ether, Dr. Franklin G. Balch, cyst tapped 
and removed. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 8, relieved. Result, 
July, 1916, letter reports health excellent. 

CASE 19. No. 204982. Age 39, F. Nodule in breast 
4 months duration. Pre-operative diagnosis, carcinoma 
of breast. Operation, Oct. 27, Dr. Samuel J. Mixter, 
removal of breast and pectorals, and dissection of axilla; 
closure of wound by “cyclops” plastic. Post-operative 
diagnosis,same. Complications,none. Discharged Nov. 
18, relieved. Result, July, 1916, wound well healed; no 
evidences of recurrence; motions of arm free; excellent 
health; doing housework. 

CASE 20. No. 204983. Ageso,F. Sharp pain in right 
upper abdomen for 2 weeks; jaundice. Pre-operative 


diagnosis, gall-stones. Operation, Oct. 27, ether. Dr. S. 
J. Mixter, cholecystectomy. New-growth involving gall- 
bladder and head of pancreas. Post-operative diagnosis, 
adenocarcinoma of biliary passages. Complications, none. 
Discharged Nov. 10, unrelieved. Late result, letter states 
patient died about Dec. 20, 1915. 
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CASE 21. No. 204971. Age 61, M. Pain, tenderness, 
and muScle spasm over gall-bladder region. Pre-operative 
diagnosis, cholecystitis. Operation, Oct. 27, gas and ether, 
Dr. G. W. W. Brewster, cholecystostomy, many stones 
removed. Post-operative diagnosis, same with choleli- 
thiasis. ‘Complications; none. Discharged Nov. 12, 
relieved. Result, July, 1916, wound solid; condition 
excellent; working; slight epigastric discomfort at times. 

CasE 22. No 204871. Age 50, F. Abdominal tumor, 
1 year; lost 43 pounds in weight, vomiting. Pre-operative 
diagnosis, myoma of uterus. Operation, Oct. 27, ether, 
Dr. G. W. W. Brewster, supravaginal hysterectomy; 
double salpingo-oophorectomy. Post-operative diagno- 
sis, cysto-adenoma of uterus and overy. Discharged 
Nov. 10, relieved. Re-entered hospital Dec. 20, with 
gastric distress and vomiting. Operation by Dr. G. W. W. 
Brewster showed extensive carcinoma at pylorus. Ante- 
rior gastro-enterostomy done. Discharged Jan. 14, 1916, 
Relief of symptoms for a few weeks only. Patient died 
March 13, 1916. 

CasE 23. No. 204957. Age 42, F. Umbilical hernia, 
10 years’ duration. Pre-operative diagnosis, same. Op- 
eration, Oct. 27, ether, Dr. Farrar Cobb, lipectomy; 
closure of umbilical hernia (Mayo). Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
19, relieved. Result, July, 1916, wound solid; feels well 
and strong; working. 

CasE 24. No. 204846. Age 45, M. Ulcerated tumor 
of lip, 3 years’ duration. Operation on lip 8 years previ- 
ous. Pre-operative diagnosis, epithelioma. Operation, 
Oct. 27, Dr. Farrar Cobb, removal of lower lip with cau- 
tery knife; dissection of neck; plastic. Complications, 
some separation of wound edges. Discharged Nov. 29, 
relieved. Late result, re-entered Jan. 2, 1916; small plastic 
operation on lip for deformity; no evidence of recurrence; 
subsequent history not known. 

CasE 25. No. 204927. Age 42, F. Abdominal pain 
and menorrhagia. Pre-operative diagnosis, myoma of 
uterus. Operation, Oct. 27, Dr. Farrar Cobb, supra- 
vaginal hysterectomy; double salpingo-oophorectomy. 
Post-operative diagnosis, same. Complications, explora- 
tory operation, Oct. 28, for question of post-operative 
hemorrhage, none found. Post-operative psychosis. 
Discharged November 22, relieved. Result, July, 1916, 
wound solid; some leucorrhoea; feels strong; able to do 
housework; very nervous. 

CasE 26. No. 204562. Age 20, F. Hamaturia and 
pain for 11 months. Pre-operative diagnosis, renal cal- 
culus. Operation, Oct. 27, ether, Dr. Lincoln Davis, 
nephrectomy. Post-operative diagnosis, pyonephrosis 
with renal stone. Complications, none. Discharged 
Nov. 15, relieved. Result, July, 1916, wound solid; urine 
cloudy; feels well; no symptoms of any kind; working 9 
hours a day. 

CasE 27. No. 204947. Age 34, F. Tumor of abdo- 
men, 6 month’s duration. Pre-operative diagnosis, ovar- 
ian cyst. Operation, Oct. 27, ether, Dr. Lincoln Davis, 
excision of ovarian cyst; supravaginal hysterectomy; 
double salpingo-oophorectomy. Post-operative diagnosis, 
ovarian cyst and myoma of uterus. Complications, none. 
Discharged Nov. 11, relieved. Result, July, 1916, wound 
solid; general condition excellent; trouble at first with 
“hot flashes,’ much improved now; doing housework. 

CasE 28. No. 204849. Ages5o,F. Painin right lower 
abdomen with tenderness for 8 weeks. Pre-operative 
diagnosis, chronic appendicitis. Operation, Oct. 27, ether, 
Dr. Farrar Cobb, appendectomy. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 11, 
relieved. Late result, July, 1916; no pain; digestion nor- 
mal; wound solid; health excellent. 


Case 29. No. 204558. Age 70, M. Retention of 
urine. Pre-operative diagnosis, hypertrophied prostate. 
Operation, Oct. 27, ether, Dr. Franklin G. Balch, perineal 
prostatectomy. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 26, relieved. Result, 
Aug., 1916, small sinus in perineum; urine cloudy; some 
frequency; feels weak. 

Case 30. No. 204855. Age 34, F. Protrusion of 
uterus. Pre-operative diagnosis, procidentia. Operation 
Oct. 27, ether, Dr. Lincoln Davis, Watkins-Wertheim 
interposition operation; perineorrhaphy. Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
14, relieved. Late result, Nov. 20, seen in Out-Patient 
Department; uterus in good position; Wassermann strongly 
positive; letter from husband states patient died March, 
1916, cause not stated. 

CasE 31. No. 204828. Age 21, M. Fracture dis- 
location of spine; spasticity of legs and severe pain. Pre- 
operative diagnosis, same. Operation, Oct. 28, Dr. W. J. 
Mixter, laminectomy; callus excised. Post-operative 
diagnosis, same. Complications, none. Discharged Dec. 
16, relieved. Result, July, 1916, wound healed; slight 
knuckle; still spastic, but less so; walking with cane; almost 
no pain; wears leather jacket. 

Case 32. No. 204873. Age 18, M. Old fracture of 
femur, 3 months ago; re-fracture one week ago. Pre- 
operative diagnosis, fracture of femur with considerable 
displacement. Operation, Oct. 29, ether, Dr. C. L. Scud- 
der, open reduction with plating and osteoplastic peg. 
Complications, none. Discharged Dec. 3, to Convalescent 
Home, in plaster, walking with crutches. Result, July, 
1916, well healed scar; no shortening; only trouble is in 
walking upstairs; is working; rides a bicycle. 

CasE 33. No. 204894. Age 70, M. Indigestion and 
epigastric pain for 4 years; vomiting for one month. Pre- 
operative diagnosis, duodenal ulcer. Operation, Oct. 29, 

ether, Dr. C. L. Scudder. Posterior gastro-enterostomy 
and infolding. Post-operative diagnosis, same. Com- 
plications, post-operative pneumonia. Discharged Nov. 
18, relieved. Result, July, 1916, wound solid; X-ray 
shows no stasis; bismuth leaves stomach by. stoma and 
pylorus; no symptoms of any kind; working nine hours. 

CasE 34. No. 204952. Age 48, M. Pain in epi- 
gastrium increased by taking food; ? of mass. Pre-opera- 
tive diagnosis, carcinoma or syphilis of stomach. Opera- 
tion, Oct. 29, ether, Dr. C. L. Scudder, mass in posterior 
gastric wall, posterior gastro-enterostomy. Post-opera- 
tive diagnosis, probably chronic ulcer. Complications, 
none. Discharged Nov. 12, against advice, relieved. 
Result, July, 1916, wound solid; bismuth leaves stomach 
by pylorus and stoma. Has lost weight; pain in epigas- 
trium; occasional vomiting; weakness and failing appetite; 
Wassermann negative. 

Case 35. No. 204990. Age 54, F. Tumor of right 
side of neck; slight exophthalmos and shortness of breath. 
Left lobe of thyroid removed 2 months ago by Dr. C. A. 
Porter. Pre-operative diagnosis, colloid goiter. Opera- 
tion, novocaine, Oct. 29, Dr. C. A. Porter, right lobe of 
thyroid removed except upper pole. Post-operative diag- 
nosis, same. Complications, none. Discharged, Nov. 15, 
relieved. Result, July, 1916, excellent scar; feels well; 
good result. 

Case 36. No. 204936. Age 23, M. Paralysis of arm, 
following accident 5 months ago. Pre-operative diagnosis, 
rupture of brachial plexus. Operation, Oct. 29, ether, 
Dr. C. A. Porter, plexus found; nerve-suture. Post-opera- 
tive diagnosis, same. Complications, none. Discharged 
Nov. 9, unrelieved. Result, July, 1916, clavicle ununited; 
no return of function in nerves; musculospiral paralysis; 
hyperesthesia of ulna and median supply. 
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CasE 37. No. 204981. Age 14, M. Pre-operative 
diagnosis, undescended testicle. Operation, Oct. 29, Dr. 
D. F. Jones, Bevan operation; closure of hernia. Post- 
operative diagnosis, same, plus inguinal hernia. Com- 
plications, none. Discharged Nov. 13, relieved. Result, 
July, 1916, wound solid; testicle well down in scrotum; 
same size as left; no subjective symptoms. 

Case 38. No. 204949. Age 27, M. Old tuberculosis 
of knee; ankylosis at 90°. Pre-operative diagnosis, same. 
Operation, Oct. 29, ether, Dr. D. F. Jones, amputation at 
knee-joint. Post-operative diagnosis, same. Complica- 
tions, hematoma with separation of wound edges. Dis- 
charged Nov. 13, relieved. Late result, re-admitted Nov. 
23, 1915, for hematoma and separation of flaps. Result, 
July, 1916, wound solid; good stump; wearing artificial 
leg; working in machine shop; no pain. 

CASE 39. No. 204514. Age 48, F. Pain; nausea; 
diarrhoea; loss of weight. Appendectomy and oophorec- 
tomy 12 years ago. Pre-operative diagnosis, colitis. 
Operation, Oct. 29, gas and oxygen, and novocaine, Dr. 
D. I. Jones, lateral anastomosis of ileum to transverse 
colon. Post-operative diagnosis, tuberculosis of colon. 
Complications, none. Discharged Nov. 10, relieved. 
Result, July, 1916, wound solid; cecum palpable; slight 
signs in lungs; no pain, diarrhoea, or nausea; gained 44 
pounds up to 2 months ago; since then has lost weight; 
some cough for 2 months. 

Casr 40. No. 204754. Age 41, M. Pre-operative 
diagnosis, pernicious anemia. Operation, Oct. 29, ether, 
Dr. Beth Vincent, splenectomy. Post-operative diagno- 
sis, same. Complications, transfused on second day after 
operation, wound broke open on fifth day, resutured. Dis- 
charged Nov. 26, relieved. Result, July, 1916, wound 
solid; improved steadily up to March; was at work when 
suddenly began to get worse; transfused twice by Dr. 
Vincent; recently unable to work; hgd. 55%; red count 
1,750,000. 

Case 41. No. 204931. Age 26, F. Swelling of neck; 
some palpitation, dyspnoea and tremor; pulse 80. Pre- 
operative diagnosis, colloid goiter; slightly toxic. Opera- 
tion, Oct. 29, gas and ether. Dr. C. A. Porter, greater 
portion of both lobes removed. Complications, slight 
sepsis. Discharged Nov. 17, relieved. Went to Ireland, 
letter received by sister, July, 1916, states patient is in 
excellent health. 

Case 42. No. 204902. Age 75, M. Papillary mass 
on lip and inside of cheek, 2 years duration. Pre-op- 
erative diagnosis, epithelioma. Operation, Oct. 29, ether, 
Dr. R. B. Greenough, excision of growth; dissection of 
neck. Complications, none. Discharged Nov. 11, re- 
lieved. Letter from patient, Aug., 1916, states health ex- 
cellent; no recurrence; mouth rather small. 

Case 43. No. 204915. Age 10, M. Oblique fracture 
of femur. Pre-operative diagnosis, same. Operation, 
Oct. 29, ether, Dr. R. B. Greenough, incision; reduction, 
Parham band applied; plaster. Complications, none. 
Discharged Nov. 24, relieved, in plaster. Re-admitted 
Feb. 21, 1916, band removed. Result, June, 1916 no 
shortening; walked with slight limp; moderate atrophy 
of thigh still present. Aug. 11, 1916, seen by Dr. 
Greenough; leg one-quarter inch longer than the other; 
no limp; no atrophy of thigh; does everything that other 
boys do. 

CasE 44. No. 204911. Age 45, M. Large tumor of 
buttock, 4 months. Pre-operative diagnosis, fibrosarcoma 
of buttock. Operation, Oct. 29, ether, Dr. R. B. Green- 
ough, tumor excised. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 9, relieved. 
Result, March, 1916, died of recurrence; 4 Coley treat- 
ments at Hungington Hospital. 


Case 45. No. 204953. Age 47, F. Lump in right 
breast for one year. Pre-operative diagnosis, carcinoma. 
Operation, Oct. 29, ether, Dr. R. B. Greenough, dissec- 
tion of axilla; removal of breast with pectoralis. Post- 
operative diagnosis, same. Complications, granulating 
wound; erysipelas. Discharged Dec. 9, relieved. ‘Thiersch 
graft Dec. 28. Result, Aug., 1916, letter from patient 
states that she is doing her own housework; uses arm pretty 
well; health good; has gained 30 pounds; examination 
negative. 

Genito-Urinary Service 

Case 46. No. 204819. Age 46, M. Intermittent 
hematuria. Pre-operative diagnosis, papilloma of blad- 
der. Operation, Oct. 25, gas and oxygen, Dr. Hugh 
Cabot, suprapubic cystotomy; excision of tumor. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Dec. 3, relieved. Result, July, 1916, wound 
solid; urine cloudy; slight frequency and burning; cystos- 
copy shows no evidence of recurrence. 

Case 47. No.204897. Age 71, M. Vesical calculus. 
Operation, Oct. 25, gas and oxygen, Dr. Hugh Cabot, 
litholapaxy. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Oct. 28, relieved. Result, 
July, 1916, daughter reports patient “‘too busy to come 
in;”’ seems in good health. 

Case 48. No. 204815. Age 68, M. Frequent mic- 
turition and dribbling. Pre-operative diagnosis, hyper- 
trophied prostate. Operation, Oct. 25, gas and oxygen, Dr. 
R. F. O’Neil, suprapubic prostatectomy. Complications, 
none. Discharged Nov. 12, relieved. Result, July, 1916, 
feels well; gained weight; was incontinent for some months, 
now has very slight incontinence; rises at night two to 
three times; double inguinal hernia; urine cloudy; residual 
1.5 drams. 

Case 49. No. 204895. Age 29, M. Swelling of 
testicle. Pre-operative diagnosis, tuberculous epididy- 
mitis. Operation, Oct. 25, gas and oxygen, Dr. J. D. 
Barney, epididymo-vasectomy. Post-operative diagno- 
sis, chronic inflammation. Complications, none. Dis- 
charged Oct. 30, relieved. Result, Aug., 1916, wound 
healed; testicle feels normal; urine clear; no local symptoms; 
is being treated with tuberculin. 

Case 50. No. 204737. Age 48, F. Pre-operative 
diagnosis, suppurative infection of left kidney; perine- 
phritic abscess. Operation, Oct. 28, Dr. Hugh Cabot, 
nephrectomy. Post-operative diagnosis, perinephritic ab 
scess; tuberculosis of kidney. Complications, infection of 
wound. Discharged Dec. 13, relieved. Result, June, 
1916, improvement in general health; 21 pounds gain in 
weight; wound still discharging; no urinary symptoms. 

CasE 51. No. 204979. Age 28, M. Frequent and 
painful micturition; pain in right flank. Pre-operative 
diagnosis, tuberculosis of right kidney. Operation, Oct. 
28, gas and oxygen. Dr. R. F’. O’Neil, nephrectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 10, relieved. Result, July, 1916, reports by 
letter, gained 15 to 20 pounds; wound solid; urine clear; 
“apparently cured.” 

CasE 52. No. 204913. Age 29, M. Pre-operative 
diagnosis, multiple calculi of right kidney. Operation. 
Oct. 28, gas and oxygen. Dr. E. L. Young, Jr., subcapsular 
nephrectomy. Post-operative diagnosis, calculous pyone- 
phrosis. Complications, none. Discharged Nov. 16, 
relieved. Result, July, 1916, wound solid; urine clear; 
ww negative; feels well; working; some pain in other 
side. 

Case 53. No. 204992. Age 66, M. Retention of 
urine. Pre-operative diagnosis, obstructing prostate. 
Operation, Oct. 28, local anesthesia, Dr. E. G. Crabtree, 
suprapubic puncture. Post-operative diagnosis, same. 
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Operation Nov. 9, Dr. O’Neil, suprapubic prostatectomy. 
Uneventful convalescence except for low mental condition. 
Result, July, 1916, report from Dr. King, urine still a 
little dirty, but is improving; no trouble with wound or 
with urination. 

Orthopedic Service 

Case 54. No. 204840. Age61,M. Pain and stiffness 
in left hip, 7 years’ duration. Pre-operative diagnosis, 
hypertrophic arthritis of hip. Operation, Oct. 26, ether, 
Dr. E. G. Brackett, hip-joint opened; bony overgrowth 
and cartilage removed; plaster spica. Post-operative 
diagnosis, same. Complications, none. Discharged Jan. 
7, 1916, relieved, in plaster. Result, July, 1916, patient in 
excellent health; wound healed; complete ankylosis of hip- 
joint; no pain or tenderness; some difficulty on sitting 
down. 

Case 55. No. 204955. Age 25, F. Pain in left knee 
for 11 years; swelling and stiffness for 5 years. Pre- 
operative diagnosis, tuberculosis of knee. Operation, 
Oct. 26, ether, Dr. E. G. Brackett, joint opened and in- 
spected; injection of iodoform oil. Post-operative diagno- 
sis, same. Complications, none. Discharged. Nov. 11, 
relieved. Late result, did well at first; Jan., 1916, dis- 
charging sinus; advised to re-enter hospital; patient 
refused and is being treated elsewhere. 

Case 56. No. 204875. Age 22, M. Pain, swelling, 
and flexion deformity of knee for 3 years. Arthrotomy 
and oil injection 2.5 years ago; now has instability of 
joint. Pre-operative diagnosis, tuberculosis, Operation, 
Oct. 26, gas and ether, Dr. R. B. Osgood, excision of knee- 
joint; fragments held by bone-plates. Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
19, relieved. Result, July, 1916, knee ankylosed in good 
position; six weeks ago bone-plates removed; small granu- 
lating wounds on each side of knee; walks with cane; no 
pain. 

CasE 57. No. 204926. Age 33, M. Occasional lock- 
ing of joint, finally inability to move it. Pre-operative 
diagnosis, loose body in knee-joint. Operation, Oct. 28, 
ether, Dr. E. G. Brackett, joint opened by longitudinal 
splitting of patella; two loose bodies removed. Post-op- 
erative diagnosis, osteochondritis dessicans. Complica- 
tions, tonsilitis. Discharged, Nov. 11, relieved, in plaster. 
Result, June, 1916, wound well healed; patella movable; 
flexion practically complete; knee is strong and causes 
little pain; never locks as before operation; good result. 

Case 58. No. 204738. Age 13, F. Limp since 2 
years old. Pre-operative diagnosis, congenital disloca- 
tion of hip. Operation, Oct. 28, ether, Dr. E. G. Brackett, 
open reduction of dislocation; suture and plaster spica. 
Post-operative diagnosis, same. Complications, none. 
Discharged, Dec. 16, relieved, in plaster. Result, June. 
1916, X-ray shows new acetabulum forming; motions 
fairly free; slight limp and deformity; definitely improved 
by operation. 

Case 59. No. 204867. M. Intermittent locking of 
knee. Pre-operative diagnosis, dislocated semilunar car- 
tilage. Operation, Oct. 28, gas and ether, Dr. R. B. Os- 
good, internal semilunar excised. Post-operative diag- 
nosis, same. Complications, none. Discharged relieved. 
Result, Aug. 5, 1916, working; knee as good as ever; no 
pain, limitation of motion, or locking. 


Throat Department 
There were 13 operations for removal of tonsils and 
adenoids, performed by Drs. H. A. Barnes, J. P. Clark, D. 
C. Greene, Jr., E. W. Herman, W. I’. Knowles and Chandler 
Robbins, under gas and ether anesthesia. The only 
complication was hemorrhage in one case, controlled by 
suture of pillars. All were discharged relieved. Late 


results obtained in 6 cases which were satisfactory, with 
the exception that in one case the pillars were agglutinated. 

There was one case of abscess of tonsil with tonsillec- 
tomy operated upon by Dr. Barnes under ether anesthesia. 
There was marked improvement of the arthritis at end of 
1 month; not heard from since. 

There were 5 cases of deviation of nasal septum operated 
upon by Drs. Barnes and Herman with local anesthesia. 
In one case there was malaise and post-operative fever. 
All cases discharged relieved. Late results known in 2 
cases only, both satisfactory. 

One tracheotomy for inoperable epithelioma of larynx 
under local anesthesia was performed by Dr. D. C. Greene, 
Jr. Patient dying of the disease, Dec. 8, 1915. 

Two cases of empyema of antrum, operated on by 
Drs. Barnes and Greene under general anesthesia, were 
discharged relieved. Late result known in one case only; 
wound healed; no pus. 


MASSACHUSETTS HOMEOPATHIC HOSPITAL 
Eighty-four Cases 
Surgical Service 

CasE 1. No. 81710. Age 21, F. Tumor in left breast. 
Pre-operative diagnosis, adenoma. Operation, Oct. 25, 
ether, Dr. William F. Wesselhoeft, amputation of breast. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 6, relieved. Late result, July, 1916, 
wound now entirely healed, although an abscess formed 
after discharge from hospital; patient complains of more 
or less constant pain in the region of the scar. 

CasE 2. No. 81662. Age 60, M. Indigestion, heart- 
burn, and vomiting of 20 years’ duration. Pre-operative 
diagnosis, gastric ulcer. Operation, Oct. 25, ether, Dr. 
William F. Wesselhoeft, resection with posterior gastro- 
enterostomy. Post-operative diagnosis, same. Complica- 
tions, pneumonia. Discharged Nov. 10, dead. Autopsy, 
acute lobar pneumonia; prostatic hypertrophy; chronic 
cystitis; chronic pyelitis. 

Case 3. No. 81682. Age 55, I’. Pain in right hypo- 
chondrium and vomiting. Pre-operative diagnosis, chole- 
lithiasis. Operation, Oct. 25, ether, Dr. Thomas E. 
Chandler, cholecystostomy; stone removed. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 15, relieved. Late result, June, 1916, 
family physician reports patient relieved of all symp- 
toms. 

Case 4. No. 81733. Age 28, F. Recurrent attacks of 
pain in lower right abdomen, with nausea and vomiting. 
Pre-operative diagnosis, appendicitis. Operation, Oct. 25, 
ether, Dr. Thomas I. Chandler, appendectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 13, relieved. Late result, June, 1916, wound 
solid; gained twenty pounds; mild attacks of acute indi- 
gestion; absence of pre-operative symptoms. 

Case 5. No. 81749. Age 22, I’. Pain in epigastrium, 
chills, fever, and vomiting. Tenderness in right inguinal 
region. Pre-operative diagnosis, appendicitis complicating 
pregnancy. Operation, Oct. 26, ether, Dr. Horace Packard, 
appendectomy. Post-operative diagnosis, same. Com- 
plications, mild suppuration of wound. Discharged 
Nov. 13, relieved. Late result, could not be traced. 

Case 6. No. 81726. Age 43, F. Menorrhagia; ab- 
dominal tumor reaching umbilicus; frequent micturition 
and pressure symptoms. Pre-operative diagnosis, fibro- 
myoma of uterus. Operation, Oct. 26, gas and oxygen, 
Dr. Horace Packard, supravaginal hysterectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 12, relieved. Late result, could not be 
traced. 
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Case 7. No. 81592. Age 37, F. Menorrhagia; mass 
protruding from vulva. Pre-operative diagnosis, fibro- 
myoma of cervix uteri. Operation, Oct. 26, ether, Dr. J. 
Emmons Briggs, vaginal myomectomy. Patient four 
and one-half months pregnant. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 13, 
relieved. Late result, Apr. 1916, patient delivered of a 
healthy baby March 20, 1916; health perfect. 

Case 8. No. 81745. Age 22, F. Abdominal pain, 
right side sore on pressure. Pre-operative diagnosis, 
appendicitis. Operation, Oct. 26, ether, Dr. J. Emmons 
Briggs, appendectomy. Post-operative diagnosis, same. 
Complications, slight phlebitis. Discharged Nov. 24, 
relieved. Late result, June, 1916, condition of wound 
excellent; troubled by swelling of right leg below knee for 
three months, this difficulty now passing away and gives 
her but slight inconvenience. 

CasE 9. No. 81513. Age 35, F. Inability to swallow. 
Pre-operative diagnosis, cardiospasm. Operation, Oct. 
26, ether, Dr. J. Emmons Briggs, dilatation of cesophagus 
and insertion of cannula, Post-operative diagnosis, same. 
Complications, none. Discharged Dec. 14, relieved. 
Late result, May, 1916, patient greatly improved. It was 
necessary to introduce another cannula in May; not heard 
from since. 

CasE 10. No. 81761. Age 38, F. Frequent and 
profuse hemorrhage during pregnancy. Pre-operative 
diagnosis, placenta previa. Operation, Oct. 26, gas and 
oxygen, Dr. Charles T. Howard, cesarean section. Post- 
operative diagnosis, same. Complications none,. Dis- 
charged Nov. 20, relieved. Late result, June, 1916, 
condition reported by family physician as perfect. 

Case tr. No. 81660. Age 23, F. Indefinite abdominal 
pain; irregular vomiting; constipation. Pre-operative 
diagnosis, gastro-enteroptosis; appendicitis. Operation, 
Oct. 26, ether, Dr. Charles T. Howard, Rovsing operation; 
appendectomy. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 17, relieved. Late 
result, June, 1916, good result as regards operation; 
constipation and digestive symptoms much improved. 
Patient has developed, however, a sacro-iliac strain since 
going home. 

Case 12. No. 81746. Age 19, F. Pain; attacks of 
vomiting without relation to eating; constipation. Pre- 
operative diagnosis, gastro-enteroptosis; nephroptosis. 
Operation, Oct. 26, ether, Dr. Charles T. Howard, Coffey 
operation; nephropexy. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 28, relieved. 
Late result, June, 1916, stomach and kidney in position; 
much improved in general condition; still complains of a 
dragging sensation in her abdomen. 

CasE 13. No. 81810. Age 32,M. Sudden pain twenty- 
four hours previous; evidence of general peritonitis. 
Pulse 135; temperature subnormal. Pre-operative diag- 
nosis, ulcer of duodenum perforated. Operation, Oct. 26, 
gas and oxygen, Dr. Charles T. Howard, closure of per- 
forated ulcer and drainage. (Abdomen full of stomach 
contents.) Post-operative diagnosis, same. Discharged 
Oct. 27, dead. 

CasE 14. No. 81740. Age 25, F. Small mass in right 
groin. Pre-operative diagnosis, right inguinal hernia. 
Operation, Oct. 27, ether, Dr. William F. Wesselhoeft, 
closure of inguinal hernia. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 14, 
relieved. Late result, July, 1916, wound sound; no dis- 
comfort or pain. 

Case 15. No. 81805. Age 31, M. Hematemesis 
two years’ duration; anemia. Pre-operative diagnosis, 
gastric ulcer. Operation, Oct. 27, ether, Dr. W. F. Wessel- 
hoeft, Posterior gastro-enterostomy. Post-operative 


diagnosis, same. Complications, none. Discharged Nov. 
10, relieved. Late result, July, 1916, wound solid; diges- 
tion much improved; has gained in weight. 

Case 16. No. 81781. Age 36, M. Right inguinal 
hernia. Operation, Oct. 27, ether, Dr. W. F. Wesselhoeft, 
Bassini repair of hernia. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 13, relieved. Late 
result, July, 1916, wound strong; no pain or discomfort; 
“never felt so strong.” 

Case 17. No. 81777. Age 19, F. Pain in right side of 
abdomen; nausea; constipation. Pre-operative diagnosis, 
acute appendicitis. Operation, Oct. 27, ether, Dr. Ralph 
C. Wiggin, appendectomy. Post-operative diagnosis, 
same. Complications none. Discharged Nev. 10, relieved. 
Late result, June, 1916, wound solid; health much im- 
proved. 

Case 18. No. 81790. Age 29, F. Pain in right side; 
leucorrhcea. Pre-operative diagnosis, double salpingitis; 
cysts of both ovaries. Operation, Oct. 27, ether, Dr. 
Ralph C. Wiggin, double salpingectomy; oophorectomy, 
right, partial left; fixation of uterus. Post-operative 
diagnosis, same. Complications, none. Discharged 
Nov. 16, relieved. Late result fine; wound firm; health 
generally improved. 

CAsE 19. No. 81816. Age 51, I. Pain and soreness 
over hernia; nausea and vomiting. Pre-operative diag- 
nosis, post-operative ventral hernia, incarcerated. Opera- 
tion, Oct. 28, ether, Dr. J. Emmons Briggs, repair of 
ventral hernia; nodular deposits in abdomen. Post- 
operative diagnosis, ventral hernia; adenocarcinoma of 
intestines and mesentery. Complications, persistent 
vomiting. Discharged Nov. 22, relieved. Late result, 
patient gradually failed, and died of carcinoma, Dec. 26, 
IQI5. 

Case 20. No. 81811. Age 42, M. Pain in lumbar 
region for three years; chills and fever; vesical tenesmus. 
Pre-operative diagnosis, nephrolithiasis, right. Opera- 
tion, Oct. 28, ether, Dr. J. Emmons Briggs, nephrectomy. 
Post-operative diagnosis, same. Complications, none. 
Discharged, Nov. 13, relieved. Late result, May, 1916, 
entirely relieved of symptoms; general health much im- 
proved. 

Case 21. No. 81778. Age 44, F. Constant pain in 
epigastrium, worse on eating; no vomiting; no jaundice. 
Wassermann IIII-++. Pre-operative diagnosis, adhesions 
of pylorus; syphilis. Operation, Oct. 28, ether, Dr. J. 
Emmons Briggs, lysis of adhesions about pylorus. Explo- 
ration of liver disclosed multiple gummata. Post-opera- 
tive diagnosis, syphilis of liver. Discharged Oct. 20, dead. 
No autopsy. 

Case 22. No. 81814. Age 37, F. Dysmenorrhcea and 
menorrhagia. Pre-operative diagnosis, fibromyoma of 
uterus. Operation, Oct. 28, ether, Dr. George R. South- 
wick, supravaginal hysterectomy. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 14, 
relieved. Late result, June, 1916, patient writes she is in 
perfect health. 

Case 23. No. 81767. Age 38, F. Profuse menstrua- 
tion. Pre-operative diagnosis, lacerated perineum. Oper- 
ation, Oct. 28, ether, Dr. George R. Southwick, perine- 
orrhaphy. Post-operative diagnosis, same. Complica- 
tions, none. Discharged, Nov. 14, relieved. Late result, 
good so far as can be determined by letter. 

Case 24. No. 81813. Age 37, F. Profuse menstrua- 
tion. Pre-operative diagnosis, fibromyoma of uterus. 
Operation, Oct. 28, ether, Dr. George R. Southwick, 
supravaginal hysterectomy. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 16, 
relieved. Late result, June, 1916, patient writes she is 
“feeling fine.” 
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Case 25. No. 81753. Age 33, F. Irregular menstrua- 
tion; pelvic pain; leucorrhoea, Pre-operative diagnosis, 
lacerated cervix and perineum. Operation, Oct. 28, ether, 
Dr. George R. Southwick, curettage; trachelorrhaphy; 
perineorrhaphy. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 10, relieved. Late 
result, June, 1916, patient reports she is ‘‘feeling fine;” 
four months pregnant. 

CASE 26. No. 81828. Age 24, F. Pain in right side 
and lumbar region. Pre-operative diagnosis, retroflexion 
of uterus. Operation, Oct. 28, ether, Dr. Clarence Crane, 
suspension of uterus (Gilliam); appendectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 12, relieved. Late result, unknown. 

CAsE 27. No. 81765. Age 42, F. Backache and ab- 
dominal pain. Pre-operative diagnosis, lacerated cervix; 
cystocele; rectocele. Operation, Oct. 28, ether, Dr. 
Clarence Crane, trachelorrhaphy; anterior and posterior 
colporrhaphy. Post-operative diagnosis, same. Complica- 
tions, chill and elevation of temperature. Discharged 
Nov. 16, relieved. Late result, anatomical result excel- 
lent; some dyspareunia. 

CASE 28. No. 81833. Age 45, F. Metrorrhagia; pelvic 
and abdominal pain. Pre-operative diagnosis, myomata 
of uterus with adhesions. Operation, Oct. 29, ether, 
Dr. DeWitt G. Wilcox, supravaginal hysterectomy; 
double salpingo-oophorectomy. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 14, 
relieved. Late result, June, 1916, wound solid; patient 
feels perfectly well. 

Case 29. No. 81830. Age 23, F’. Leucorrhoea; pain 
in pelvis. Pre-operative diagnosis, salpingitis. Operation, 
Oct. 29, ether, Dr. DeWitt G. Wilcox, double salpingec- 
tomy; oophorectomy, right, partial left; appendectomy. 
Post-operative diagnosis, same, with abscess of right 
ovary. Complications, none. Discharged Nov. 10, 
relieved. Late result, June, 1916, wound solid; menstru- 
ates every six weeks; is able to attend to household duties; 
no pain. 

CasE 30. No. 81846. Age 60, F. Pre-operative diag- 
nosis, complete procidentia. Operation, Oct. 29, ether, 
Dr. DeWitt G. Wilcox, abdominal hysterectomy; Baldy 
fixation of stump; appendectomy; perineorrhaphy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 15, relieved. Late result, June, 1916, 
abdominal wound solid; perineum gives good support; 
no tendency to prolapse; patient feels entirely well, works 
hard every day. 

Case 31. No. 81718. Age 30, F. Backache; nausea 
and headaches. Pre-operative diagnosis, retroversion of 
uterus; lacerated perineum. Operation, Oct. 29, ether, 
Dr. George R. Southwick, suspension of uterus (Baldy); 
perineorrhaphy. Post-operative diagnosis, same. Com- 
plications, none. Discharged, Nov. 12, relieved. Late 
result, June, 1916, uterus in good position; perineum 
healed perfectly; functional result good. 

CasE 32. No. 81815. Age 37, F. Pain in back and 
pelvis; nausea and vomiting. Pre-operative diagnosis, 
fibromyoma of uterus. Operation, Oct. 29, ether, Dr. 
George R. Southwick, supravaginal hysterectomy; ap- 
pendectomy. Post- -operative diagnosis, same. Complica- 


. tions, none. Discharged Nov. 16, relieved. Late result, 


June, 1916, wound solid; patient perfectly well and able 
to work. 

Case 33. No. 81788. Age 30, F. Lacerated perineum. 
Pre-operative diagnosis, same. Operation, Oct. 29, ether, 
Dr. George R. Southwick, perineorrphaphy.  Post- 
operative diagnosis, same. Complications, bronchitis and 
anemia. Discharged Nov. 22, relieved. Late result, 


June, 1916, no reply. 


CasE 34. No. 81296. Age 28, M. Tumor in left lum- 
bar region with pain and fever. Pre-operative diagnosis, 
tuberculosis of kidney. Operation, Oct. 29, gas and ether, 
Dr. Robert F. Souther. Nephrectomy. Post-operative 
diagnosis, same. Complications, abscess in perineum. 
Discharged Mar. 3, 1916, relieved. Late result, June, 1916, 
small sinus in kidney wound; general health excellent; 
working. 

CasE 35. No. 81841. Age 31, F. Pain in right side; 
nausea and vomiting. Pre-operative diagnosis, chole- 
lithiasis; appendicitis. Operation, Oct. 29, ether, Dr. 
Herbert D. Boyd, cholecystectomy; appendectomy. 
Gall-bladder contained stones; appendix inflamed and 
kinked, containing fecal concretions. Post-operative 
diagnosis, same. Complications, slight phlebitis of left 
thigh on fourteenth day. Discharged Dec. 3, relieved. 
Late result, no reply. 

Case 36. No. 81817. Age 26, F. Large abdominal 
tumor; pressure symptoms. Pre-operative diagnosis, 
ovarian cyst. Operation Oct. 29, ether, Dr. Frank R. 
Sedgley, oophorectomy; appendectomy; cyst aspirated. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 11, relieved. Late result, June, 1916, 
wound solid; general health excellent. 

CasE 37. No. 81771. Age 18, F. Pre-operative diag- 
nosis, right inguinal hernia. Operation, Oct. 29, ether, 
Dr. Albert S. Briggs, Bassini repair. Post-operative 
diagnosis, same. Complications, none. Discharged 
Nov. 18, relieved. Late result, no reply. 

Case 38. No. 81845. Age 21, M. Swelling in scrotum. 
Pre-operative diagnosis, hydrocele. Operation, Oct. 29, 


ether, Dr. W. K. S. Thomas, bottle operation (Andrews).. 


Post-operative diagnosis, same. Complications, none 
Discharged Nov. 9, relieved. Late result, June, 1916, good 


Orthopedic Service 


CasE 39. No. 81717. Age 5, F. Came for relief of 
deformity of legs. Pre-operative diagnosis, anterior 
bow-legs and knock-knees. Operation, Oct. 25, ether, 
Dr. A. G. Howard, osteotomy of right tibia with manual 
fracture of right fibula; osteotomy of lower end of left 
femur. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 18, in plaster splints; legs in good 
position. Late result, June, 20, 1916, condition normal. 

CasE 40. No. 81576. Age 8, F. Tuberculosis of spine. 
Pre-operative diagnosis, same. Operation, Oct. 25, ether, 
Dr. A. G. Howard, Albee bone-graft. Post-operative 
diagnosis, same. Complications, none. Discharged 
Feb. 5, 1916, relieved. Late result, June, 1916, kyphos 
less; spine still supported. 

Cask 41. No. 81720. Age 7 weeks, F. Pre-operative 
diagnosis, double talipes equinovarus. Operation, Oct. 25, 
Dr. Howard Moore, manipulation; deformity corrected; 
plaster applied. Post-operative diagnosis, same. Compli- 
cations, none. Discharged Oct. 26 to Out-Patient Depart- 
ment. Late result, June 22, 1916, much improved; pa- 
tient still under manipulative and plaster treatment. 

CasE 42. No. 81804. Age 4, M. Pre-operative diag- 
nosis, lateral bow-legs. Operation, Oct. 27, ether, Dr. 
Howard Moore, osteotomy at junction of lower and middle 
thirds of femur. Post-operative diagnosis, same. Com- 
plications, none. Discharged Dec, 16, relieved. Late 
result, June, 1916, apposition and alignment of fragments 
good; union good;-anatomical result as a whole excellent. 

Case 43. No. 81268. Age 16,M. Pre-operative diag- 
nosis, peroneal spasm, right foot. Operation, Oct. 27, 
ether, Dr. G. H. Earl, resection of tendons of peronei. 
Post- -operative diagnosis, same. Complications, none, 
Discharged Nov. 7, relieved. Late result, June 29, 1916, 
fair. 
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Cast 44. No. 81772. Age 37, F. Pre-operative diag- 
nosis, osteomyelitis of fifth metatarsal, right foot. Opera- 
tion, Oct. 27, ether, Dr. G. H. Earl, removal of distal half 
of fifth metatarsal bone. Post-operative diagnosis, same. 
Complications, none. Discharged Nov. 19, relieved. 
Late result, June, 1916, good anatomical result; normal 
function, 

Case 45. No. 81836. Age17 months, I’. Pre-operative 
diagnosis, congenital dislocation of right hip. Operation, 
Oct. 27, chloroform, Dr. G. H. Earl, manual manipulation. 
Post-operative diagnosis, same. Complications, none. 
Discharged same day in plaster. Late result, June, 1916, 
hip became redislocated and was again reduced by manip- 
ulation; patient still in plaster. ; 


Eye Service 

Case 46. No. 81748. Age 56, F. Came for relief of 
tension, 66 mm. Hg. Pre-operative diagnosis, glaucoma 
simplex, both eyes. Operation, Oct. 25, ether, Dr. J. H. 
Payne, Galezowski’s operation with multiple sclerotomy. 
Post-operative diagnosis, same. Complications, none 
Discharged Nov. 16, relieved. Late result, July 19, 1916, 
sight improved; O. S. tension 30 mm. Hg.=low+-. 

Case 47. No. 81743. Age 6, M. Pre-operative diag- 
nosis, esotropia of right eye. Operation, Oct. 25, ether, 
Dr. J. H. Payne, advancement of right external rectus by 
the Lindo-Ferguson pulley-stitch method. Post-operative 
diagnosis, same. Complications, none. Discharged 
Nov. 13, relieved. Late result, July 19, 1916, good rota- 
tion and orthophoria, but still nystagmus when rotated 
strongly to either side; right vision—object at 20 feet; left 
vision = with-++1.00=-+0.75 ax 180°. 

Case 48. No. 81750. Age 21, I’. Pre-operative diag- 
nosis, esotropia of left eye. Operation, Oct. 25, cocaine, 
Dr. David W. Wells, advancement by the Worth method, 
with Wells’ modification. Nov. 5, advancement of right 
external rectus by same method, with tenotomy of left 
internus. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 22, relieved. Late result, 
Nov. 30, 1915, eyes perfectly straight; June 16, 1016, 
functional result, right eye=.75-+1.2 SC 65°=.5+4+; left 
eye V=fingers at 1 ft. 

Case 49. No. 81744. Age 7, M. Pre-operative diag- 
nosis, traumatic cataract of right eye. Operation, Oct. 25, 
ether, Dr. DeWayne Hallett, needling. Post-operative 
diagnosis, same. Complications, none. Discharged 
Oct. 28, relieved. Late result, June 16, 1916, right center 
of pupil occupied by dense capsule membrane, clear spaces 
around; patient failed to return for second operation as 
directed. Right V= fingers at 3. 

CAsE 50. No. 81775. Age 72, F’. Came for relief of 
blindness, left eye. Pre-operative diagnosis, cataract. 
Operation, Oct. 26, cocaine, Dr. Albert W. Horr, extrac- 
tion of cataract. Post-operative diagnosis, same. Com- 
plications, some of the iris found caught into the wound. 
Discharged Nov. 10, relieved. Late result, June 13, 1916, 
perfect healing; O. S.4-12.00, V= 20/40, fundus clear. 

CasE 51. No. 81738. Age 73, M. Pre-operative 
diagnosis, secondary cataract, left eye. Operation, Oct. 
26, cocaine, Dr. Albert W. Horr, needling. Post-operative 
diagnosis, same. Complications, none. Discharged 
Oct. 28, relieved. Late result, July 20, 1916, ophthalmo- 
scope shows fundus clear; left eye, vision with+8.oo= + 
5.50 ax. 180° V= +4. 

CASE 52. No. 81779. Age 12, M. Pre-operative diag- 
nosis, congenital cataracts involving the whole of both 
eyes. Operation, Oct. 26, ether, Dr. George R. Suffa, 
needling capsule. Post-operative diagnosis, same. Com- 
plications, none. Nov. 19, linear incision in the cornea 


removing thickened capsule with forceps, leaving perfectly 


clear pupillary space. Discharged Nov. 29, relieved. 
Late result, unknown. 

Case 53. No. 81782. Age 54, F. Came for relief of 
pain in left eye. Pre-operative diagnosis, blindness of 
left eye, with beginning phthisis bulbi. Operation, Oct. 26, 
ether, Dr. George R. Suffa, enucleation of left eye. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 2, relieved. Late result, unknown. 

Case 54. No. 81780. Age 45, F. Pre-operative diag- 
nosis, cataract of left eye (senile). Operation, Oct. 26, 
cocaine, Dr. George R. Suffa, extraction of cataract, with 


iridectomy. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 6, relieved. Late result, 
unknown. 

Case 55. No. 81801. Age 13, F. Pre-operative 


diagnosis, esotropia of right eye. Operation, Oct. 26, 
cocaine, Dr. Albert W. Horr, advancement of right 
external rectus by Worth method. Post-operative diag- 
nosis, same. Complications, none. Discharged Nov. 2, 
relieved. Late result, unknown. 


Ear Service 

Case 56. No. 81786. Age 46, M. Sudden earache, 
chills, temperature, tenderness. Pre-operative diagnosis, 
suppurative middle ear with cholesteatoma. Operation 
Oct. 27, Dr. Frederick W. Colburn; mastoid operation. 
Post-operative diagnosis same. Complications, partial 
facial paralysis on day following operation. Discharged 
Nov. 12,relieved. Late results, June, 1916, wound healed; 
middle ear and antrum epidermized; facial paralysis much 
improved. 

Nose and Throat Service 

CaAsE 57. No. 81809. Age 33, F. Severe pain with 
tenderness over right frontal region with slight discharge 
from right nares. Pre-operative diagnosis, empyema of 
frontal sinus. Operation Oct. 27, rectal ether, Dr. George 
B. Rice, Lothrop operation. Post-operative diagnosis, 
same. Complications slight suppuration in the wound. 
Late results, June, 1916, slight scar not distinguishable 
across the room; functional result perfect. 

Case 58. No. 81844. Age 134, F. Pre-operative 
diagnosis, harelip. Operation Oct. 28, ether, Dr. George 
B. Rice, cheiloplasty. Post-operative diagnosis, same. 
Complications abscess under eye. Late results, June, 
1916, good. 

TWENTY-FIVE operations for removal of tonsils and 
adenoids were performed by Dr. Elmon R. Johnson, under 
ether anwsthesia. There were no complications. All were 
discharged relieved. Late results were obtained in 15 
cases and found satisfactory; ro cases could not be traced. 

ONE case of tonsillectomy under local anesthesia was 
performed by Dr. George B. Rice. No complications. 
Good late results. 


NEW ENGLAND HOSPITAL FOR WOMEN AND 
CHILDREN 
SEVENTEEN CASES 
Surgical Service 
Case 1. No, 228. Age 46, F. Complete procidentia; 
right inguinal hernia. Operation, Oct. 25, scopolamine- 
morphine, ether, Dr. Elizabeth Gray, D & C.; amputation 
of cervix perineorrhaphy; ventral fixation; radical cure of 
hernia. Complications, none. Discharged Nov. 18, 
relieved. Result, Aug., 1916, report from physician who 
sent patient in, “result of operation good, symptoms 
relieved.” 
CASE 2. 
gitis; hemorrhoids. 


No. 217. Age 32, F. Endometritis; .salpin- 
Operation, Oct. 25, scopolamine- 
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morphine, ether, Dr. Mary A. Smith, D. & C.; double 
salpingéttomy; appendectomy; cholecystostomy; excision 
of hemorrhoids. Post-operative diagnosis, same plus 
cholecystitis, with gall-stones. Complications, infection 
of skin wound. Discharged Dec. 5, relieved. Result, 
July, 1916, abdominal wounds in good condition; uterus 
posterior; dysmenorrhoea and backache; defecation painful. 

CasE 3. No. 220. Age 27, F. Abdominal pain. Pre- 
operative diagnosis, ovaritis; fibroma of uterus; possible 
appendicitis. Operation, Oct. 26, scopolamine-morphine, 
ether, Dr. Elizabeth Gray, D. & C.; left oophorectomy; 
myomectomy; appendectomy. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 21, 
relieved. Patient could not be traced for late result. 

Case 4. No. 221. Age 30, F. Abdominal pain; keloid 
in scar of previous operation. Pre-operative diagnosis, 
endometritis; anteflexion; adhesions at splenic flexure; 
keloid of scar. Operation, Oct. 26, scopolamine-morphine 
only, Dr. Emma B. Culbertson, D. & C.,; insertion of 
Outerbridge pessary; excision of keloid; lysis of adhesions 
of splenic flexure of colon; puncture of cysts of ovary. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 14, relieved. Result, July, 1916, wound 
solid. Patient now six months pregnant; still complains 
of pain in region of splenic flexure. 

Case 5. No. 227. Age 39, F. Pain in right side; 
metrorrhagia; sterility. Pre-operative diagnosis, ovaritis; 
adhesions of sigmoid. Operation, Oct. 27, scopolamine- 
morphine, ether, Dr. Emma B. Culbertson D. & C.; 
left oophorectomy; lysis of adhesions. Post-operative 
diagnosis, same. Complications, none. Discharged 
Nov. 14, relieved. Result, August, 1916, “‘uterus in good 
position—general health good.” 

Case 6. No. 226. Age 47, F. Procidentia, complete. 
Operation, Oct. 27, scopolamine-morphine, ether, Dr. 
Florence Duckering, vaginal hysterectomy; anterior 
colporrhaphy; perineorrhaphy. Post-operative diagnosis, 
same. Complications, none. Discharged Nov. 24, 
relieved. Result, July, 1916, good perineal body; no 
recurrence of symptoms. 

Case 7. No. 231. Age4,M. Oblique fracture of femur. 
Operation Oct. 27, ether, Dr. Mary A. Smith, reduction 
by manipulation; splints and extension. Complications, 
none. Discharged Nov. 10, relieved. Result, July, 1916, 
perfect function; no shortening; no apparent abnormality; 
X-ray shows union with some anterior deformity due to 
“bossing.”’ 

CasE 8. No. 222. Age 29, F. Ventral hernia; chronic 
oophoritis; chronic appendicitis. Operation Oct. 28, 
scopolamine-morphine, ether, Dr. Mary A. Smith, ap- 
pendectomy; right salpingo- oophorectomy; repair of 
hernia. Post-operative diagnosis, same. Complications, 
none. Discharged Nov. 14, relieved. Result, Aug., 1916, 
abdominal scar is in good condition; patient’s general 
health satisfactory; symptoms relieved. 

Case 9. No. 237. Age 59, F. Polyp of cervix; um- 
bilical hernia. Operation, Oct. 28, scopolamine-morphine 
only, Dr. Mary A. Smith, repair of umbilical hernia; 
removal of cervical polyp. Complications, none. Dis- 
charged Nov. 11, relieved. Examined Aug. 9, 1916, no 
return of umbilical hernia; very small scar; no return of 
polyp; no vaginal discharge. Very good result; patient 
feeling “very well” since operation. 

CAsE 10. No. 224. Age 28, F. Backache and bearing- 
down pain. Pre-operative diagnosis, lacerated cervix 
and perineum; rectocele. Operation, Oct. 28, scopolamine- 
morphine, ether, Dr. Florence W. Duckering, D. & C.,; 
amputation of cervix; perineorrhaphy. Complications, 
none. Discharged Nov. 16, relieved. Patient could not 
be traced for late result. 


Case 11. No. 233. Age 38, F. Falling of womb. 
Pre-operative diagnosis, lacerated cervix and perineum. 
Operation, Oct. 28, scopolamine-morphine only, Dr. 
Florence W. Duckering, D. & C.; amputation of cervix; 
perineorrhaphy. Complications, none. Result, July, 
1916, perineum and cervix in good condition; slight 
prolapse of anterior vaginal wall; menstruating every two 
weeks; frequent and painful micturition; backache. 

CasE 12. No. 235. Age 42, F. Backache; bearing 
down; constipation; headache. Pre-operative diagnosis, 
uterine hyperplasia; lacerated cervix and _ perineum. 
Operation, Oct. 29, scopolamine-morphine only, Dr. Mary 
A. Smith, D. & C.; amputation of cervix; perineorrhaphy. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 21, relieved. Result, July, 1016, 
condition of cervix and perineum good; feels much better 
since operation; no backache or headache; slight bearing- 
down feeling. 

Case 13. No. 229. Age 34, F. Complete procidentia. 
Operation, Oct. 29, scopolamine-morphine, ether, Dr. 
Emma B. Culbertson, vaginal hysterectomy; suture of 
broad ligaments, perineorrhaphy. Complications, post- 
oprative hemorrhage from broad ligament stump, con- 
trolled by clamp. Discharged Dec. 5, relieved. Result, 
Aug., 1916, good plastic results; relieved of symptoms. 

Case 14. No. 238. Age 46, F. Cystocele; rectocele; 
laceration of cervix and perineum. Operation, Oct. 20, 
scopolamine-morphine, ether, Dr. Emma B. Culbertson, 
D. & C.; amputation of cervix; perineorrhaphy. Compli- 
cations, none. Discharged Nov. 24, relieved. Could not 
obtain re-examination of patient for late result. 

CasE 15. No. 234. Age 60, F. Prolapse and cystocele. 
Operation, Oct. 29, scopolamine-morphine only, Dr. 
Florence W. Duckering, D. & C.; amputation of cervix; 
anterior colporrhaphy; perineorrhaphy. Complications, 
none. Discharged Nov. 20, relieved. July, 1916, cervix 
and perineum in good condition; slight rectocele; patient 
feels “‘much better” since operation, 


Throat Serivce 


ONE tonsillectomy and one submucous resection for 
deviated septum were performed by Dr. Isabelle D. Kerr. 
Ether anesthesia was used in both cases. No complica- 
tions. Late results in tonsil case satisfactory; other un- 
known. 


ST. ELIZABETH’S HOSPITAL 
Twenty-Three Cases 
Surgical Service 

Case 1. No. 2234. Age 4o, F. Pain in upper right 
quadrant. Pre-operative diagnosis gall-stones. Opera- 
tion Oct. 25, ether, Dr. J. W. Lane, cholecystectomy. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 21, 1915, wound healed, relieved. 

Case 2. No. 2235. Age 35, F. Pain in upper right 
quadrant. Pre-operative diagnosis gall-stones. Opera- 
tion Oct. 25, ether, Dr. J. W. Lane, cholecystectomy. 
Complications, none. Discharged Nov. 18, wound healed, 
relieved. 

Case 3. No. 2237. Age 25, F. Pelvic pain. Pre- 
operative diagnosis, salpingitis. Operation Oct. 25, ether, 
Dr. J. W. Lane, salpingectomy. Post-operative diagnosis, 
same. Complications none. Discharged Nov. 15, wound 
healed, relieved. 

Case 4. No. 2241. Age24,M. Painin abdomen and 
hip. Pre-operative diagnosis, abdominal tumor. Op- 
eration Oct. 25, ether, Dr. J. W .Lane, laparotomy. Post- 
operative diagnosis, sarcoma of mesentery. Complications, 
same pain as before operation. Died two months later. 
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Case 5. No. 2343. Age 50, F. Prolapse of uterus. 
Pre-operative diagnosis, partial prolapse of uterus. Opera- 
tion Oct. 25, ether, Dr. J. W. Lane, Murphy’s suspension. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 19, wound healed. 

CasE 6. No. 2365. Age 32, M. Constant pain in 
lower right quadrant. Pre-operative diagnosis, chronic 
appendicitis. Operation Oct. 25, ether, Dr. J. W. Lane, 
appendectomy. Post-operative diagnosis, same. Com- 
plications, none. Discharged Nov. 8, wound healed; re- 
lieved. 

Case 7. No. 2302. Age 52, M. Severe pain in 
epigastrium and vomiting. Pre-operative diagnosis, 
gastric ulcer. Operation Oct. 25, ether, Dr. J. W. Lane, 
pylorectomy and _ gastro-enterostomy. Post-operative 
diagnosis, carcinoma of stomach and pancreas. Complica- 
tions, shock. Died Oct. 26, 1916. 

Case 8. No. 2345. Age 40, M. Rupture. Pre- 
operative diagnosis, right inguinal hernia. Operation 
Oct. 25, ether, Dr. J. W. Lane, Bassini. Post-operative 
diagnosis, same. Complications, none. Discharged Nov. 
14, wound healed, relieved. 

CasE 9. No. 2386. Age 30, F. Pelvic pain. Pre- 
operative diagnosis, salpingitis. Operation Oct. 25, ether, 
Dr. J. W. Lane, salpingectomy. Post-operative diagnosis, 
same. Complications,none. Discharged Nov. 16, wound 
healed; relieved. 

Case 10. No. 2543. Age 50, F. Prolapse of uterus. 
Pre-operative diagnosis, prolapse of uterus. Operation 
Oct. 25, ether, Dr. E. A. Supple, Murphy’s suspension. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 17, wound healed; relieved. 

Case 11. No. 2643. Age 28, F.  Dysmenorrhoea. 
Pre-operative diagnosis, retroversion. Operation Oct. 25, 
ether, Dr. E. A. Supple, Gilliam suspension. Post-oper- 
ative diagnosis, same. Complications, none. Discharged 
Nov. 12, wound healed; relieved. 

CasE 12. No. 2659. Age 25, F. Acute abdominal 
pain. Pre-operative diagnosis, acute appendix. Opera- 
tion Oct. 25, ether, Dr. E. A. Supple, appendectomy. 
Post-operative diagnosis, same. Discharged Nov. 12, 
wound healed; relieved. 

Case 13. No. 2641. Age 28, F. Constant abdominal 
pain. Pre-operative diagnosis, chronic appendix. Opera- 
tion Oct. 25, ether, Dr. E. A. Supple, appendectomy. Post- 
operative diagnosis, same. Complications, none. Dis- 
charged Nov. 11, wound healed; relieved. 

Case 14. No. 2657. Age 24, I’. Persistent vaginal dis- 
charge. Pre-operative diagnosis, endometritis. Opera- 
tion Oct. 25, ether, Dr. Ik. A. Supple, dilatation and 
curettage. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 1, wound healed; relieved. 

CasE 15. No. 2658. Age 23, M. Pain and swelling in 


right leg. Pre-operative diagnosis, osteomyelitis of fibula. 


Operation Oct. 25, ether, Dr. E. A. Supple, curettage. 
Post-operative diagnosis, same. Complications, none. 
Discharged Nov. 5, wound draining; relieved. 

Case 16. No. 2649. Age 52, F. Prolapse of uterus. 
Pre-operative diagnosis, complete prolapse of uterus. 
Operation Oct. 25, ether, Dr. E. A. Supple, Watkins’ 
suspension. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Nov. 20, wound healed; relieved. 

CasE 17. No. 2661. Age 28. Stiff knee-joint. Pre- 
operative diagnosis, ankylosis of knee-joint. Operation 
Oct. 25, ether, Dr. Thomas F. Broderick, resection of 
knee-joint. Post-operative diagnosis, same. Complica- 
tions, none. Discharged Dec. 4, relieved. 

CasE 18. No. 2668. Age 1o, F. Knock-knee. Pre- 
operative diagnosis, double genu varum. Operation Oct. 
25, ether, Dr. Thomas IF’. Broderick, osteotomy of tibia 
Post-operative diagnosis, same. Complications, none. 
Discharged Dec. 24, wound healed; relieved. 


Urological Service 

CasE 19. No. 1860. Age 35, M. Previous operation 
for removal of stone from right kidney pelvis Nov., 1914. 
Pre-operative diagnosis recurrent stone in right kidney 
pelvis. Operation Oct. 25, ether, Dr. A. L. Chute, pyelo- 
lithotomy. Discharged Dec. 20, relieved. Feb. 23, 1916, 
re-entered hospital on account of urinary fistula in loin. 
Operation, Mar. 4, 1916, nephrectomy. Operation long 
and difficult, followed by shock; transfusion; good re- 
covery. Discharged Mar. 22, 1916, well. Result, July, 
1916, patient without symptoms, urine clear. 


CASE 20. No. 1925. Age 69, M. Retention of urine. 
Pre-operative diagnosis, prostatic obstruction; renal 
insufficiency. Sept. 30, suprapubic cystostomy under 


local anasthesia. Operation Oct. 27, ether, Dr. A. L. 
Chute, suprapubic prostatectomy. Complications, infec- 
tion following subpectoral salt infusion. Patient failed 
and died on Nov. 5, 1916. No autopsy. 

CAsE 21. No. 1762. Age 52, M. Pre-operative diag- 
nosis, fibrous contraction of bladder outlet. Operation 
Oct. 29, ether, Dr. A. L. Chute, perineal prostatectomy. 
Complications, none. Discharged Dec. 11, relieved. Re- 
ported early in 1916 that he was without symptoms. 

CASE 22. No. 1813. Age 64, M. Retention of urine. 
Preliminary suprapubic cystostomy under novocaine 
anesthesia Oct. 19. Operation Oct. 29, ether Dr. A. L. 
Chute, suprapubic prostatectomy. Complications, none. 
Discharged in three weeks in good condition. Result, 
May, 1916, patient in good condition without symptoms. 

CaAsE 23. No. 1848. Age 37, M. Distention of bladder 
with incontinence. Pre-operative diagnosis, stricture of 
urethra. Operation Oct. 28, ether, Dr. Arthur H. Crosbie, 
perineal section. Complications, none. Discharged Nov. 
12, relieved. Result, May 6, 1916, No. 28 sound passes 
easily to bladder. 
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An Improved Germicidal Catgut to Supersede Iodized Sutures. 
The first (light colored) specimen is a cross section of a strand of plain 
Kalmerid catgut, highly magnified. 

The second (dark colored) specimen is a cross section of the same strand, 
reacted upon by ammonium sulphid to precipitate the mercuric element. 


The uniform color throughout the section shows the thorough permeation 
by the Kalmerid (potassium mercuric iodid) Such an equable distribution of 
the Kalmerid therefore assures a supply of this germicidal substance in the 
tissues until the suture is entirely absorbed. 

Literature in English, Spanish, French, German, or Italian 


DAVIS & GECK, INC. 
SURGICAL LIGATURES AND SUTURES EXCLUSIVELY 
LABORATORIES, 217-221 Duttietd Street, BROOKLYN, NY. 
oan Francisco, Seattle, London Agencies in Principal Cities 
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NEW STOMACH LAVAGE TUBE 


Designed by DR. ALLEN B. KANAVEL 


See Surgery, Gynecology and Obstetrics, Oct. 1916 issue, page 483 


B 


V. MUELLER &CO. 
G 


This tube has been designed and has proven highly efficacious in continual or 
intermittent stomach lavage as well as in routine examination of stomach contents 
for diagnosis. It combines the advantages of the Rehfuss and Einhorn tubes, in that 
it is small and can be left in the stomach for a number of days without discomfort. 


MADE BY 


V. MUELLER & CO. 1771-81 Ogden Ave., CHICAGO 


EVERY POSITION CAN BE OBTAINED 


ON THE PEDESTAL OPERATING TABLES 


PRICES: $150, $225, $450, $600 


If interested in hospital work, or your community intends to erect one, then 
post yourself on modern equipment by sending for the new booklet: ‘How to 
Equip a Hospital.” 


THE MAX WOCHER & SON CO. Cincinnati, Ohio 


2 
: 
- 
: 


> 


SURGERY, GYNECOLOGY AND OBSTETRICS 3 


E 


Fischer X-Ray 


Service 


Complete equipment for X-Ray, High Frequency, Dia- 
thermia, D’Arsonval, Auto-Condensation, Hyperemia by 
Vacuum. 


Everything Electrical for the Physician 
Backed by a service which guarantees satisfaction 


The New Model Fischer X-Ray Machine combines 
power with simplicity. Capable of producing high-class 
Radiographs of any part of the bony structure. Occupies 
small space. Inexpensive. 


Send for Catalogue 


H. G. Fischer & Co. 
2335 Wabansia Ave. Chicago, Illinois 


CONTENTS— DECEMBER, 1916—ConrTINUED 
ORIGINAL ARTICLES—ContInvED 


10. CysTOGRAPHY; ITS VALUE AND LIMITATIONS IN SURGERY OF THE BLADDER. Herman L. Kretsch- 


11. CALCIFIED GLANDS PROXIMAL TO THE ComMON BiILE-Duct; CysTICODUODENAL LIGAMENT. 


12. Is THE EMPLOYMENT OF THE ACTUAL CAUTERY IN THE TREATMENT OF CHRONIC ULCER OF THE 
STOMACH A SAFE PROCEDURE? Charles L. Scudder, M.D., and Samuel C. Harvey, M.D., 


DEPARTMENT OF TECHNIQUE 


13. A TECHNIQUE FOR SUPRAPUBIC PROSTATECTOMY UNDER LocaL AN@&STHESIA. B. S. Barringer, | 
M.D., New York.............. ILS 725 | 


14. AN ABDOMINAL OPERATION FOR THE CURE OF CysTOcELE. F. G. Du Bose, M.D., F.A.C.S., ! 


15. THE MANAGEMENT OF ADVANCED CASES OF TUBERCULOSIS OF THE Hip. Charles S. Venable, 


CONTENTS CONTINUED OPPOSITE NEXT PAGE 


| 
| 
| i} 
| 
| 
| 
| | 
= 
| 
| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


Hospital and Surgeon’s Cautery 


for Electric Current 


The most satisfactory and indis- 
pensable apparatus ever devised for 
cauterizing, especially for the general 
surgeon. 

Absolutely ‘‘fool” proof; does away with the use 
of benzine. A working addition to the operating 
room with little expense. 

Fig. 1—Heavy Cautery Knife especially devised 
for all incising and general use. An important 
instrument for cauterizing flat surfaces 
to prevent hemorrhage. 

Fig. 2—Heavy Spiral Cautery Dome, devised for 
the cervix and large surfaces. Particularly 
valuable for localized cauterization where 
the surrounding normal tissue should 
not be exposed to the action of the heat. 
Both Cautery Knife and Dome are aseptic with 
mineral handles, and can be boiled indefinitely 
without injury. Write for full particulars. 


Charles Lentz & Sons 


Current Transformer No.1 | No. 2 


33 South 17th St. SURGICAL PRUMENTS Philadelphia, Pa. 


Buy the WAPPLER 


King Model X-Ray Machine 


Buy the BEST 


We offer a complete line of 


Electro-Medical Apparatus 


and 


The ‘‘KING’’ of them all 


Electro-Diagnostic Instruments 


Let us know the kind of 
work you do and we will 
outline a suitable equipment 


WRITE TO DEPT. 78 


WAPPLER ELECTRIC CO., Inc. 


Branch: 1871 Ogden Ave., CHICAGO Main Office and Factory: 173-175 East 87th St., NEW YORK 
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How Do You Regulate the Bowels During Pregnancy and Lactation; 
Also After Abdominal Operations? 


Liquid Petrolatum Squibb 


Heavy (Californian) 
IS A MINERAL OIL WHICH 


Differs in Essential Respects from It does not act on and is not acted 
other American oils, and is superior on by the fluids of the gastro- 
to the Russian oils. intestinal tract. It is not absorbed 

It is pure, consisting entirely of therefore 
naphthene hydrocarbons, there- It will not enter the maternal cir- 
fore it is more stable than paraffin culation and medicate the child 
oils. nor cause an undesirable (abnormal) 

It is the heaviest and the most vis- peristalsis. 
cous Mineral Oil on the market It is sold only in original packages and 
and has this very high effective vis- under the Squibb Label and Guar- 
cosity at the temperature of the lumen anty and may be had at any drug 
of the intestine. store. 

Dr. Ferguson’s accurate and concise Hand- MEDICAL DEPARTMENT 


medical rofenion, | E, R, SQUIBB & SONS, NEW YORK CITY 


have not had a copy, write for one. 
Manufacturing Chemists to the Medical Profession Since 1858 
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The RADIUM INSTITUTE 


1604 MALLERS BLDG. TELEPHONE 
59 E. MADISON ST. CHICAGO RANDOLPH 5794 
Treatment of Malignant and Council 
Benign Growths with Radium DR. F. A. BESLEY 
Post-Operative Prophylactic DR. E. C. DUDLEY 
Radiations DR. A. R. EDWARDS 


DR. O. T. FREER 
DR. M. HERZOG 
DR. L. E. SCHMIDT 
DR. G. F. SUKER 


Applicators for all purposes, 
including many of Special 
Design 


DR. FRANK E. SIMPSON 


Director 


. The Teter Method f 
sunrise Slumber PAINLESS CHILDBIRTH 


Almost all physicians and surgeons are familiar with 
the Teter Hospital Outfit. Doctor Teter recently per- 
fected an Obstetrical Apparatus embodying the same 
‘principles as the Hospital Apparatus. 


The Teter Gas-Oxygen Obstetrical Apparatus 
is provided with: 
REGULATORS which must be used to reduce the high pressures 


of the gases and allow them to flow gently, steadily and evenly. 


GAUGES which show the pressures to which the gases have been 
reduced. 


VAPOR WARMER for heating the gases, thereby enabling the 
anesthetist to induce analgesia and anesthesia more quickly and 
quietly. By using warm gases a saving of from one-third to one- 

alf is made. 


SIGHT-FEED of the gases through water, which shows the Doctor 


how much of each gas he is using. 


REBREATHING BAG enables the patient to rebreathe the gases, 
thereby reducing cost of same. 
ETHER ATTACHMENT for delivering small percentage of ether 


for exceptional cases or for use in © practice. 


PORTABLE. Special Instructions Unnecessary. 
Devised by Dr. Fewer, leading Nitrous 
Send for Catalogue on ‘‘Sunrise Slumber’’ 


THE TETER MANUFACTURING CO. 


Manufacturers of High-Grade Anesthetic Apparatus 


1108 Williamson Bldg. CLEVELAND, OHIO 
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_ GERMICIDAL SOAP 
(P. D. & CO.) 


Combines the powerful antiseptic mercuric iodide with a soap made from pure vegetable oils. 


In surgery this soap is an admirable general disinfectant. It can be used to prepare antiseptic 
solutions without measuring, weighing or waste. 


In obstetrics and gynecology it is a valuable antiseptic, deodorant and 


— lubricant for the examining finger or instrument. 
LARGE CAKE 
In office practice it is useful as a disinfectant for the hands after 
armed Soap examinations. It is efficacious in the treatment of parasitic diseases. 
oaecangess Germicidal Soap, P. D. & Co., is serviceable in cleansing minor 
mc wounds; as a deodorant in cases of hyperidrosis with offensive odor; for 
‘ cleansing the scalp and checking dandruff. 
It may be used as a shaving soap by patients having sycosis, and 
in the treatment of pustular acne and furuncles it may be applied 


freely to prevent a spread of the infection. 
Vaginal douches poewed from it are less irritating than those 
containing mercuric chloride, less toxic, and more detergent. 
Germicidal Soap, P. D. & Co., does not attack nickeled or steel 
instruments. It does not coagulate albumin. 


Germicidal Soap, 2% ( contains 2% of mercuric iodide); large cakes, * sang in a box. 
Germicidal Soap, Mild, |%: large cakes, one in a box; ‘small cakes, five in a box. 


(For other forms see our catalogue.) 


SUPPLIED BY ALL RETAIL DRUGGISTS. 


Home ee and Laboratories, P ARKE, DAVIS & co. 


etroit, Michigan. 


CONTENTS—DECEMBER, 1916—ConTINUED 


TRANSACTIONS OF SOCIETIES—Continvep 


CHICAGO SURGICAL SOCIETY AND CHICAGO GYNECOLOGICAL, SOCIETY 


DIAGNOSIS AND MANAGEMENT OF ACUTE ExTRAPELVIC CONDITIONS DurING Precnancy. E. Wyllys 


THE DIAGNOSIS AND MANAGEMENT OF PREGNANCY IN THE PRESENCE OF ACUTE ABDOMINAL CON- 

THE DIAGNOSIS AND MANAGEMENT OF PELVIC AFFECTIONS COMPLICATING PREGNANCY. Henry F. 


CHICAGO GYNECOLOGICAL SOCIETY 


A STUDY OF THE MENOPAUSE WITH SPECIAL REFERENCE TO THE VASOMOTOR DISTURBANCES. Carey 


AN ADDITIONAL CONTRIBUTION TO THE THERAPEUTIC VALUE OF RADIUM IN PELVIC CANCER. Henry 
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The Guedel Gas Apparatus 
for Nitrous Oxide in Obstetrics 


Because it has made good, having stood the test of six years of 
every-day, clinical use inthe hands of unprejudiced purchasers. 


Its present high development is the result of those six years 
experience. 


It is built for the service of the busy doctor, for his every-day 
obstetrics and small surgery. Like his delivery forceps, 
he carries it in his grip. 

It folds into a package 9 by 4 by 214 inches; weighs 2 pounds 
and 4 ounces. 

It is operated by the nurse, or lay assistant, and its results and safety are 
unsurpassed. 

It makes the physician’s work easier, not more difficult and trying. 

Price of apparatus, com. tis low in cost because of its simplicity of construction. 

plete, with nasal and face Finally, it is a proven practical success, not a new commercial article. 


aieippandoce ot An eighty-page illustrated treatise on Nitrous Oxide in its newer uses, by 


WM. H. ARMSTRONG CO. 
34 W. Ohio Street Indianapolis, Ind. 


THE MEYER UNIVERSAL KLINOSCOPE 


The result of two years’ experimentation. 


A combination instrument, taking the place of 
two. 


Saves half the floor space. 


Screen is rigidly supported and moves with tube 
in both horizontal and vertical positions. 
Fitted for either Coolidge or gas tube. 


Can be furnished with canvas top or quarter sawed 
oak top with aluminum or celluloid window 
as selected. 


Operator fully protected by lead and lead glass. 


Change from vertical to horizontal positions 
accomplished unaided by single operator and 
without removing patient. 


Instrument constructed of steel throughout 
and all moving parts fitted with ball bearings. 


Fully Endorsed by Dr. A. W. George of Boston 
WRITE FOR PRICES 


THE WM. MEYER COMPANY, 817 Washington Blvd., Chicago, Ill. 


| 
: $35.00 ; Dr. Arthur E.. Guedel, sent on request. 

: 
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The first (light colored) specimen is a cross-section of a strand of 
plain Kalmerid catgut, highly magnified. 


The second (dark colored) specimen is a cross-section of the same 
strand, reacted upon by ammonium sulphid to precipitate the mercuric 
element. The uniform color throughout the section shows the thorough 
permeation by the Kalmerid (potassium mercuric iodid). Such an 
equable distribution of the Kalmerid assures a supply of this germicidal 
substance in the tissues until the suture is entirely absorbed. 


BIBLIOGRAPHY 


artan, Notes in the study of potassium 
mercuric-iodid. Jour. of the Am. Med. Assn., Jan. 3, 1914, 
Vol. LXII, pp. 17-19. 

Watson, Cassius H.: An improved substitute for iodized 
catgut sutures. Surgery, Gynecology and Obstetrics, 
Jan. 1916, Vol. XXII, No. 1. 


Watson, Cassrtus H.: An improved substitute for iodized 
catgut sutures; II, bacteriological tests. Surgery, Gyne- 
cology and Obstetrics, Nov. 1916, Vol. XXIII, No. 


Reprints upon request; also, special literature 
in English, Spanish, French, German, or Italian 


DAVIS & GECK, Inc. 
Laporatories, 217-221 Durrietp Street, Brookiyn, N.Y., U.S.A. 


Branches in San Francisco, Seattle, and London 


COPYRIGHT, 1916, BY DAVIS & GECK, INC. 
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*e, 


The 
L.of S.T.of 
Chicago 


Gentlemen: Send “*s 
me information re- 
garding the above. 


Directors: 


How is Surgery to be Taught? 


Where can I get instruction and practice in surgical 
technique? How can! improve my technique? How 
long can I afford to be away from my practice? 


The Laboratory of Surgical Technique of Chicago has worked out an original 
plan of teaching the technique of surgery that not only gives the man the instruc- 
tion, but allows him time to do the operations over and over until he is safis- 
fred that he knows the technique. 


This plan is adapted to the needs of the busy surgeon as well as the practi- 
*. tioner whose experience has been more or less limited. 


*.. The laboratory is open daily from 8 to 5 o’clock, which makes it pos- 
sible for the man whose time away from his practice is limited, to get 
the work in the shortest time possible. 


As to the Plan, Time, Fee, etc., Address 


“. The Laboratory of Surgical Technique 


DR. AXEL WERELIUS 
DR. C. C. ROBINSON 
DR. BOYD S. GARDNER 


Phone Midway 4896 


7629 Jeffery Avenue 
CHICAGO 


INDEX TO ADVERTISING 


Surgical Instruments and 
Apparatus 


Electro Instrument Co.. 
Feick Brothers Co......... 
Dr. Charles Geiger........ 
Kny-Scheerer Corporation 
Charles Lentz & Sons............ 


Harvey R. Pierce Co............. 


Max Wocher & Son Co........... 


Catgut—Ligatures 
Buzzell-Flanders Co.............. 
Hollister-Ashland 

C. DeWitt Lukens Co............ 
Hospital Equipment 
Draeger Oxygen Apparatus Co..... 
Kny-Scheerer Corporation........ 
Life Saving Devices, Inc.......... 
Northwestern Steel & Iron Works.. 
Vitrolite Company 
Max Wocher & Son Co........... 


Rubber Goods, Gloves, Etc. 


Automobile Accessories 


34 
18 


X-Ray Apparatus, Tubes, 


Plates, Etc. 
American Photo Chemical 39 
eo. W. Brady & Co........ 2d Cover 
Campbell Electric Co............. 22 
Hastman Co. 37 
Ralph Harris & 20 


McIntosh & Optical Co... 24 
Wm. Meyer 8 


Otto 22 
Swenarton Stationery Co......... 10 
Wappler Electric Co............. 4 
Anesthesia and Respiratory 
Apparatus 
Wm. H. Armstrong Co........... 8 
Draeger Oxygen Apparatus Co..... 23 
14 


Life Saving Devices, Inc.......... 
Safety Anesthesia Apparatus Con- 
Toledo Technical Appliance Co.... 21 


Corsets, Bands, Etc. 
Pneumatic Splint Mfg. 


Berthe May 


Katherine L 38 
Radium 
Physicians’ Radium Association.... 10 
Radium Chemical Co............ : 36 
Radium 6 
Sanitariums 
Milwaukee Sanitarium........... 44 
Pennoyer Sanitarium............. 44 


Medical Books 


Tea &Co.. 
Febiger...... 
1% . Lippincott Co. 

V. 


Pharmaceuticals 
Abbott Laboratories.............. 41 
Armour & Co. 
Greeley Laboratories, Inc......... 
Hynson, Westcott & Dunning ‘ 
K. Mulford Co. 


Sharp & Dohme..... a 
E. R. Squibb & Sons. ——— 
43 


Post-Graduate Instruction 
Chicago Laboratory of Surgical 
New York Post-Graduate 
School and Hospital............ 


Foods 
Anheuser-Busch........... 3rd Cover 
Borden's Milk Co... 34 
Bowman Dairy 44 
Horlick's Malted ‘Mik Co. .4th Cover 
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Bound Volumes....... 
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Medical Protective Co........... 34 
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How Do You File X-Ray Pictures? | 


The Modern Method use ‘*PHILMOUNTS’”’ 
Increase the CATED, 


Detail of Film| BM : DATE 
Plates). (VIEW ONLY BY STRONG TRANSMITTED LIGHT.) 


Eliminate 
Foreign Objects 
When Viewing. 


A Protection to 


Emulsion Side of 
Film. 


A Convenient 
Holder When View- 
ing. 

A Means of Filing 
and Recording. JAMES T. CASE, M.D. 

Roentgenologist 


Roentgen Department 
BATTLE CREEK SANITARIUM 
; PATENT PENDING, SWENARTON STATIONERY COMPANY, NEW YORK 

Send for Sample and Price List 14 Stock Sizes Special Sizes to Order 


Swenarton Stationery Company, 121 E. 27th St., New York, N.Y. 
Publishers of DENTAL RADIOLOGY, Dr. F. LeRoy Satterlee, Jr. $3.00 Post Paid. 


RADIUM FOR RENT 


By The Physicians’ Radium Association of Chicago 


(Incorporated, not for profit) 


BOARD OF DIRECTORS HIS is an Association of physicians formed to pro- 
William L. Baum, M.D. vide for more extensive and approved therapeutic 
Thomas J. Watkins, M.D. _‘uS¢ Of radium in the Middle West by acquiring radium 
Alb in such quantities and in such a variety of applicators 

ert Woelfel, M.D. 

that the requirements of any case in which radium 
Thomas A. Woodruff, M.D. + eatment is indicated can be met. The radium will 
Frederick Menge, M.D. be placed at the disposal of responsible practitioners 
only. Moderate rental fees will be charged. The Asso- 
ciation offers advice on the proper application of 
radium, collects and preserves records, and maintains 
a library on Radiotherapy. 


For Full Particulars Address 


The Physicians’ Radium Association of Chicago 
1104 Tower Bldg., 6 N. Michigan Ave., Chicago Telephone, Randolph 6897--6898 
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DR. CHARLES GEIGER’S 
Electro- Operative Surgical Bone Instruments 


and Accessories 
Used and recommended by Dr. John B. Murphy, Dr. Fred H. Albee, and Drs. W. J. and C. H. Mayo 


This set of instruments is especially made for transplantations, dowel-making and cranial work. 
Water is not required to keep the cutters from burning the bone, in using the Geiger machine, because 
of the slow speed. A few of the many advantages not found in other motor bone instruments are; 
Sterilization of the motor, slow s great power, simplicity of the chuck, and the firmness with 
which it can be held. 


Dr. Charles Geiger’s Orthopedic and Fractare Extension Device 


makes orthopedic 
and fracture work 
easy for the sur- 
geon; gives clear- 
ance, and removes 
all obstruction 
while applying 
plaster casts or 
dressings to hip or 
back, or any 

of the limb. Per- 
fect and continu- . 
ous extension can 
be made on the 
smallest child as 
well as the largest 
man. The operat- 
ing table is not in 
the way while ap- 
plying dressings to 
the extremities, as 
found in all other 

extension apparatus. This device is portable, and can be quickly attached to any operating table. 


DR. CHARLES GEIGER, St. Joseph, Mo., U. S. A. 
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Surgery 


The Light con- 
sists of 8 par- 
abolic reflectors, 
attached to a 
ring 6 feet in 
diameter. 


The cross rays 
of light eliminate 
the shadows 
which usually 
are so annoying 
to the surgeon 
and concentrate 
a strong illumina- 
tion on the field 
of operation. 


For the general 
room illumina- 
tion there are 8 
lamps in the can- 
opy, which are 
operated by an 
independent 
switch. 


Mode of Brass, Nickel Plated; Complete, $135.00 


"THE Light is shown in connection with the famous 
K.S. UNIVERSAL OPERATING TABLE 
ON PEDESTAL BASE, adjustable in height to 
suit the stature of any surgeon, and affording a wider 
range of adjustment than any other table. Send for 
illustrated pamphlet. | 


The Kny-Scheerer Corporation Manufacturers 
404-410 West 27th Street NEW YORK 
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Two Books by Gant 


Diarrheal, Inflammatory, Obstructive and Parasitic 
Diseases of the Gastro-Intestinal Tract Sey = 

This work is particularly full on the two practical phases of the subject—diag- 
nosis and treatment. Yor instance: While the essential diagnostic points are 
given under each disease, a fuller description of diagnostic methods is given in a 
special chapter. The differential diagnosis of diarrheas of local and those of 
systemic disturbances is strongly brought out. There is a special chapter on 
nervous diarrheas and those originating from gastrogenic and enterogenic dys pepsias. 
You get reliable methods of simultaneously controlling associated constipation 
and diarrhea. The limitations of drugs are pointed out, the dangers of their 
use emphasized, and the indications for and the actual technic of all surgical 
procedures given. The steps of the various operations are shown you very 
clearly. The operations described are those that Dr. Gant has found to meet 
best the conditions for which he advises them. 


Octavo of 604 pages, with 181 illustrations. By Samuet G. Gant, M.D., LL.D, Professor of Diseases of the Sigmoid 
Flexure, Colon, Rectum and Anus, New York Post-Graduate Medical School and Hospital. 
Cloth, $6.00 (25s.) net; Half Morocco, $7.50 net. 


Constipation, Obstipation and Intestinal Stasis 


(A uto-Intoxication) 

The new (2d) edition of this work has been increased by the addition of 25 pages 
of new matter. The work is medical, non-medical (mechanical), and surgical, 
the latter really being a complete work on rectocolonic surgery, giving in detail 
the most approved technic for all the operations for intestinal, rectal and anal 
diseases and malformations. The chapters on therapeutic gymnastics and massage 
are the outgrowth of Dr. Gant’s personal experience. You get practical articles 
on pericolitis, perisigmoiditis, mesocolitis, diverticulitis, peridiverticulitis, ileal 
stasis, cecum mobile, Lane’s kinks, myxorrhea coli, membranous enterocolitis, 
colica mucosa, and symptoms, end-results, diagnosis, and treatment of intestinal 
stasis. 


Octavo of 584 pages, with 259 illustrations. By Samuet G. Cant, M.D., LL.D., New York Post-Graduate Medical 
School and Hospital. Cloth, $6.00 (25s.) net; Half Morocco, $7.50 net. 


W. B. SAUNDERS COMPANY Philadelphia and London 
Canadian Agcy: 24 Hayter St., Toronto Australian Agcy: Centreway, 263 Collins St., Melbourne 
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Truly Portable —and Good for All Purposes 
The New 


Gwathmey Gas-Oxygen 


Weight; without tanks; 6M% lbs. 
Weight, with 3 tanks and carry- A pparatus 
ing case, 37 lbs. 


HE fact that OBSTETRICAL ANES- 

THESIA is of a lighter grade than SUR- 
GICAL ANESTHESIA does not necessarily 
mean that an obgtetrical apparatus should 
be of a lighter or lower grade than a 
surgical apparatus. 

You can never foretell whether or not a 
surgical case will develop from an obstetrical 
case. 

The new Gwathmey is the lightest in 
weight among all portables and yet the 
biggest in the attainment of prolonged 
surgical anesthesia. With 3 small tanks it 
carries you through seven hours of obstetrical 
anesthesia and is still able to finish with 
deep surgical anesthesia; and the same appar- 
atus with one set of tanks has often held for 
three to four hours severe surgical operations. 

It is the new principle evolved with the 
Gwathmey that avails of such flexibility in 
operation and duration. 

In eliminating weight, in form of un- 
necessary mechanical parts, it has not sac- 
rificed efficiency, nor strength, nor safety, 
but it has gained in simplicity and practi- 
cability. It is an apparatus of widest scope 
of utility, with perfect control of all anes- 
thetic conditions. 

If as anesthetist, obstetrician, surgeon or 
general practitioner, you wish to be in a 
state of perfect preparedness for any case of 
anesthesia your practice may bring, you 
can today not do better than to equip your- 
self with the new Gwathmey Gas-Oxygen 
apparatus. 


Moreover, do not overlook that from the point of view of economy in gas con- 
sumption, the Gwathmey is a money-saving investment. 


Write for our booklet on the principles of the Gwathmey 


THE FOREGGER COMPANY, Inc. 


33 West 42nd Street NEW YORK 
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HAS YOUR MEDICAL SOCIETY 


Arranged to Show the Amazing 


War Hospital Motion Pictures 


Showing 


I 
DR. ALEXIS CARREL of the Rocke- 
feller Institute demonstrating his latest 
methods at the Hospital Rond Royal at 
Compiegne. III 
RE-EDUCATION CENTRE at Vizille 
(showing corrective exercises devised 
especially for the cure of functional nerv- 
ous conditions contracted in trenches). 


V 
FUNCTIONAL CONDITIONS con- 
tracted from life in the trenches. A com- 
mon result of the exposure and nerve 
strain of trench life. 


II 
PLASTIC SURGERY OF THE FACE 
AND JAW, by Dr. Pont, at Lyon. 


IV 
EXTRACTION OF A SHRAPNEL 
BALL FROM THE REGION OF THE 
HEART, by Professor O. Laurent at the 
Grand Palais. 

VI 
AMERICAN METHOD OF BONE- 
GRAFTING, as performed in European 
War Hospitals, by Dr. Fred H.-Albee of 
New York. 


A Few of the Many Unsolicited Letters from Medical Societies 


84 REMSEN STREET 
BRooKtyn, N. Y. 
Nov. 1st, 1916. 
The pictures were exceedingly interesting, and 
held the attention of the men throughout the 
entire performance. 


Very truly yours, 


DUDLEY ROBERTS, 
Pres., Associated Physicians of L. I. 


Dr. THEoporE A. McGraw, Jr. 
73 Cass Street, Detroit 
Nov. 8th, 1916, 

The check for the rental of the War Films 
will be mailed to you November 15th, by the 
Wayne County Medical Society. 

The Society was delighted with the exhibition 
of Monday night and felt well repaid for the 
expense of getting the films here. 

Yours truly, T. A. McGRAW, JR. 


BaAttimoreE City Mepicat Society 
1211 CATHEDRAL STREET Nov. 14th, 1916, 
Several days ago I spoke to your reprepentative requesting that he forward us for use next Friday 
the two films illustrating Hysterectomy by Dr. Howard A. Kelly of Johns Hopkins University, and 
Gastro-Enterostomy by Dr. Charles H. Peck of Columbia University. Please confirm this. 
I might also add that the exhibition of your motion picture representation of French war surgery 


at the joint meeting of the Baltimore County Medical Society and the Baltimore City Medical Society 
proved exceedingly interesting and enjoyable to our members. 
Very truly yours, EMIL NOVAK, Secretary. Ys 


In addition to the above War Hospital Films our library contains numerous films depicting _”” 
operations of leading surgeons of the United States. Several of these were exhibited and 
enthusiastically received at a special session of the recent Clinical Congress of Surgeons in 


Philadelphia and at medical meetings elsewhere. CLINICAL 

These films can be shown on any Motion Picture Machine, which can be hired PA FILM CO., Inc. 
anywhere at small cost. 110-112 West 40th 

They are rented only to Medical Societies, Schools and Universities, and ff. wera ¢. 
are exhibited only before the Medical Profession. ”_ Please send full particu- 

7’ larstogether with Bulletin A. 
For Terms and Dates Wire or Write a“ iti 
CLINICAL FILM CO., Inc. 
Producers of Motion Pictures as Applied to Medicine fi 
110-112 WEST 40th STREET NEW YORK 
Society. 
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From a photograph taken recently at the 
American Ambulance Hospital, Neuilly, France 


SPLINT 


DR. L. LEYVA’S 


for the open treatment after compound or incisional fracture operations upon the 
arm and forearm. 

This splint was demonstrated by us during the Clinical Congress of Surgeons. 

Its use permits and fosters open air exercising, while the arm remains immo- 
bile. The general physical condition of the patient is in consequence enhanced 
materially. 

Change of dressings is made without disturbing either the arm or the splint. 

The angle of the splint can be changed readily, which adds immeasurably to 
the patient’s comfort. 

The AEROPLANE SPLINT is adopted and used very extensively at the 
Military Hospitals of Europe and particularly at the AMERICAN AMBULANCE 
HOSPITAL at NEUILLY. 


NOW READY FOR SALE 


Licensees and Distributors for America 


HARVEY R. PIERCE COMPANY 


1801 Chestnut Street Che Modern Surgical Instrument Store PHILADELPHIA 


PITTSBURGH SALES OFFICE, 3033 JENKINS ARCADE 
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INTERNATIONAL ABSTRACT OF SURGERY 


AN INDEX TO SURGICAL LITERATURE 


E desire particularly to call the attention of the reader to the 

volume index of the INTERNATIONAL ABSTRACT OF SURGERY 

which appears in this number. It has been our idea of the 
ABSTRACT to collect into one volume the gist of the world’s current 
surgical literature together with its complete bibliography. To com- 
plete this work, time has been given and pains taken to make the 
volume index not only comprehensive from the surgical point of view, 
but by multiple cross-indexing to render it first of all practicable 
for the literary worker. 

Every article of which an abstract has appeared in the six numbers, 
July to December inclusive (numbering more than twelve hundred), 
is indexed at least three times, with the exception of such few simple 
titles as would require but one or two indexings. Many titles are in- 
dexed under four subjects and an occasional one under five. This 
system makes every title readily accessible to one seeking refer- 
ences relative to any given theme. 

Every effort has been made to cover the field of surgical literature 
in its entirety, inclusive of experimental and borderline work. The 
great European war still makes some of the foreign literature inacces- 
sible, but conditions in this respect are improving, and the present vol- 
ume and index cover considerably more German literature than the 
preceding volume. So far as it is humanly possible, our effort is to 
create in each volume of the INTERNATIONAL ABSTRACT OF SURGERY 
an index worthy of the name, index chirurgicus. 
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The‘RIEBER 
Converter Unit 


The apparatus that has already 
established a record placing it 
entirely alone in the field of 
modern Roentgen-ray equipment 


Recent progress in the applications of Roentgen-rays to medicine 
and surgery have given rise to new and exaéting requirements 


The principal demands have been 
for higher potentials for use in 
therapy, and for greater standard- 
ization of control, together with 
silence and ease of operation. 


The Rieber Converter Unit was 
developed in a modern high tension 
engineering laboratory, purposely to 
meet these very requirements. 


All installations of this apparatus 
are made under the personal super- 
vision of an engineer from The 
Rieber Laboratories, thus insuring a 
consistent application of the most 
advanced high-tension practice. 


This fact cannot well be ignored 
by those requiring the highest type 


of Roentgen service. 


Bulletins on Request 


The Rieber Laboratories 


121 Second Street 
San Francisco 
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Ask Your Dealer for 


TRADE MARK REG. 


U.S PAT OFFICE 


Instead of Gutta Percha Tissue or Oiled Silk 


is impervious to all medications and may be boiled or sterilized in 


any solution. 
and tough. Will keep in any climate. 


It is perfectly transparent and is light, soft, flexible 


hth / MME Now put up in the following new style packages:— 


Boxes containing ten square yards ... . 
Boxes containing five square yards . 
Boxes containing one square yard . . 


$3.50 each 
2.00 each 
-50 each 


If your dealer doesn’t have it, we will send postpaid to any address in the Waieol States 


REID BROTHERS 


Manufacturers of Hospital Supplies of Merit 


upon receipt of price. 


SAN FRANCISCO, CAL. 
Second and Mission Streets 


SEATTLE, WASHINGTON 
Fourth Ave. and University St. 


REELE 


HYPODERMIC 


SO SIMPLE 


That it removes the provoking piston and 
plunger and does away with assembling parts 
and cleaning needles and barrels. 


SO SWIFT 


That no place or emergency can find you 
unprepared. Without water or flame, it still 
does its work quickly. 


SO STERILE 


That there is never a doubt in your mind. 
As sterile as a laboratory no matter what the 
surroundings. No questionable tap - water. 
No inadequate spoon and flame. 

If the Unit is SIMPLE, SWIFT and STER- 
ILE, you want it. Don’t take our word for 
it. Put your name and dealer’s name with 
10c in stamps in an envelope and mail it now. 
We will send back a Unit for your examina- 
tion. Then you will actually know. 


GREELEY LABORATORIES, Inc. 
659 Huntington Ave. BOSTON, MASS. 


For Hot Water Bottles 


Oars newest success in patch-making is the 
E. Z. Patch for hot water bottles—a patch 
that has been thoroughly tested in three big 
hospitals before being offered generally. 


The best feature is, of course, its 
permanency, but it is especially 
easy and clean of application—no 
tedious, sticky messes of glues or 
cements; just a little rub of sand- 
paper, a touch of gasoline, and 
bing! —on goes the patch. 


During sterilization, or boiling, the 
patch becomes vulcanized to the 
bag, practically becomes part of the 
restored bottle—it can’t peel or 
Imagine the 
saving to be effected by having a 
few of these patches handy. Better 
order some now. 


Prices 


E. Z. Patches for Hot tear off in usage. 

Water Bottles: Home 

Size, Four for 25c; Hos- 
pital Size Package, 
Twenty for $1.00. 


THE E. Z. PATCH CO. 
Manufacturers of Patches for Surgical 
and Household Rubber Goods 


AKRON - - OHIO 


| 


SURGERY, GYNECOLOGY AND OBSTETRICS 


New Device for Treatment of | A B U ATI ” 


Oblique Fractures WASHABLE 


2) ABDOMINAL 
SUPPORTERS 


Made buckled or laced. Adjustable as a binder to 
lower, middle or upper part of abdomen, or as an up- 
The force of the lever fits the band snugly around | lift, carrying the abdomen as in a sling. 


wc 1 CO 


(By F. W. Parham. M. D., and E. Denegre Martin, M. D.) 


A new, simple and valuable method of treating 
oblique fractures. No more screws, no chance of 
loss of apposition as with Lane plates. 


the bones. Slightly relaxing screw as instrument is ‘“AMBUMATIC” Supporters never slip up out of 

turned over slit fixes band in position. position from sudden strain, leaving the incision 
unprotected. 

No Screws Required Strain Eliminated “AMBUMATIC” Supporters are light and comfortable 


No screwing up means time ‘The strain involved in holding | to the wearer, yet durably made and absolutely 
saved. This device consists na’ plates is-oliminnted ‘The | efficient. ‘They enable the patient to resume work or 
of a band six inches by 3/16 _ band is cut to any desired length | business with perfect safety earlier than would other- 
inches, with a slit in one end _—by Strong patr of scissors or bone : ibl 

and small hole inother. This “utters. The cut end ts then | wise be possible. 


band is passed easily around Imains fixed. Replaced frag- The “AMBUMATIC” Supporter is the best all-around 


the bones, the free end isin- ments held in apposition te | insurance that anyone can have following laparotomies 
these bands, are mechanically P 
serted through slot and made b 


with tue tends of materials gladly mailed to any surgeon on 
request. 


Mail orders shipped same day received 


The McDermott Surgical Instrument Co. | AMBULATORY PNEUMATIC SPLINT MFG. CO. 


LTD. 30 (S) E. RANDOLPH ST., CHICAGO 
734-736-738 Poydras St. New Orleans, La. | Phones: Central 4623 Oak Park 2998 


_ Puts This Genuine Spencer 


MICROSCOPE 


Complete With Bacteriological Outfit 


Every aiictoscope can now equip his office with the celebrated 
ner icroscope and Complete Bacteriological Outfit on our 
physicians’ rental-purchase plan. The first month’s payment of $10 
puts the entire outfit in your possession immediately so that you can 
start at once to give your patients the benefit of the outfit while you 
pay in small monthly installments. 


Our Rental-Purchase 10 Days'’Free Trial 


Plan for Physicians — You have ten days in which to examine 
You buy the outfit by renting it. and test the Microscope. Return it or keep 
entire outfit becomes yours for less a it as you, yourself, may decide. If you are 
usual cash price of the Microscope alone— —_0t_ convinced that you have gotten extra- 
and you are given almost a full year to ordinary value and a wonderful proposi- 
pay. No extras; no interest to pay; just | tion, we want you to send the outfit back— 
dignified credit. Our physicians’ rental- Pd our expense! We'll cheerfully refund 
purchase plan is extremely liberal and ab- you have made. days’ 
solutely free from all red-tape restrictions is to be entirely at our risk and at 
and annoyances of every kind. our expense. 


hed is for your con- “ OE CO., 
Write Toda enionce. Mail it to us today 537 = St. Louis, 


ulars of our remarkable pe puccwane plan and complete Gentlemen: —Without obligation ‘upon 
1916 Spencer Microscope me, seems send ae full particulars of 

and Bacteriological Set. Sending the coupon obligates gates your Spencer Microscope Rental-Pur- 
You in no way. Let us explain our plan oo in full. 7, chase Plan together with literature fully 
ak have to lose and everything to it and 


Sontalne averyth ng ‘A. S. “ALOE Cco., Name 


di 
Wet include with outfit Atmel's book on Urin: “The Popular. Price 
ary acer lete free with Order House’’ Address. 
prone hase 


537 Olive ! St, St. Louis, Mo. -f ra 


1916 : 
Model | 

a 
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BARD-PARKER DETACHABLE BLADE 


Attachable Without Complicated Mechanism 
RAZOR EDGE CLEAN CUT TRAUMA MINIMIZED 
Two Sizes of Handles............. $1.00 Each 4% inches long 
Four Sizes of Blades.............. 1.50 Doz. arr 53% inches long 
Detachable Blades are put up in packages of six. Further particulars on request 
IF NOT AT YOUR DEALER’S, WE SHIP DIRECT 
BARD-PARKER CO., Inc. - - 37 East 28th St., New York 


Flanders’ Standard 


CATGUT 
Plain, Chromic and Bartlett Method 


X-RAY PLATES Sterility— Tensile Strength 


For Quality and Reliability Guaranteed 


DOUBLE COATED. _ double-coated, clean-working 

ti t it 

and gradation, making possible the recording of the most | 1 Dp, Henry 0. Marcy’s Formula 

STAR (SPECIAL HOSPITAL X-RAY). This is Kangaroo Tendon 
heavy, single-coated plate, with the same special X-R te 
emulsion, and possessing all the fineness of grain and detail, 
giving qualities which have made Wellington X-Ray Plates 
supreme. 

Either brand can be used with or without a screen. SURGICAL AND HOSPITAL MATERIALS 

A trial order will show that Wellington Plates 
produce results 


BUZZELL-FLANDERS CO. 


RALPH HARRIS & COMPANY Manufacturers 
26-30 Bromfield Street BOSTON, MASS. BOSTON si = U. Ss. A. 


ee LY efficient and practical table for 
all Gynecological and G.-U. examinations and 
treatment. One and one-half turns of wheel raises 
table to full elevation. Foot-pedal release on gear 
greatly facilitates adjustment for cystoscopy. 


Send for Descriptive Circular 
COLE & COLE 


Medical Office Equipment 
GARLAND BUILDING CHICAGO, ILL. 
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Gas-Oxygen Anesthesia and Analgesia 


The McKesson Apparatus 


These machines are designed and constructed by a physician who 
knows the requirements of an apparatus for Hospital, Office, and Home 
use. Every element leading to perfection has been carefully worked out 
in the operating room and embodied in the apparatus mechanically. 

To secure accuracy and constancy, the patient’s breathing automatic- 
ally regulates the flow of gas and oxygen witheach breath. All rebreathing 
is controlled by a graduated adjustable bag which also measures the size 
of the respiration and operates automatically. An emergency valve is 
provided for artificial respiration with pure oxygen, 


The Junior is designed especially for HOSPITAL UNIT NO. 40 
Analgesia in Obstetrics and painful dressings, The Model F is constructed in Portable, Office 
also for short anesthesias in minor surgery. and Hospital types. Appropriate inhalers for every 
In its carrying case it weighs only 15 lbs., a kind of operation including eye, ear, nose and 
trifle larger than a microscope case. throat work are provided. 


__ The Junior model is light, simple and automatic for analgesia, requiring no one 
with experience to adjust or regulate it. The patient herself can apply and remove the 
mask as directed by the obstetrician, and secure good results. 


Write for Our Catalogs, Directions and Reprints 


Toledo Technical Appliance Company > 
TOLEDO, OHIO 
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Electrically Lighted 
Surgical Instruments 


From the best material obtainable, and by skilled workmen, E. S. I. Co. instruments 
are made. We are the originators and exclusive man- 
All our instruments may be | ufacturers of the most valuable diagnostic instruments 
( Their usefulness is unquestioned by those 
battery or upon commercial | who have tried any of the following: 


operated upon our tungsten | jn use. 


current by means of the 
socket current controller 


here illustrated. 


Koch, Somme. and MacGowan Urethro- 


Catalogue Sent Upon Request 
For your own protection be sure every instrument is marked “‘E. S. I. Co.” 


ELECTRO SURGICAL INSTRUMENT CO. 


S. 1. Co. Vaginal Specula 


ROCHESTER, N. Y. 


Improved Colostomy 
Apparatus 


This apparatus for artificial anus consists 
of a polished hard rubber ring, held in 
place by an elastic belt. On to the hard 
rubber ring is attached a light soft rubber 
bag, which can easily be removed for 
cleansing or renewal. A perineal strap 
helps to hold ring in place. 


Feick Brothers Company 


X-RAY 


This company was the first to build and 
market a Combination Table for Hori- 
zontal, Angular, Vertical, Stereoscopic, 
Radiography and Fluoroscopy. Send for 
Catalogue. X-Ray Coils, Transformers. 


809 Liberty Ave. 


Pittsburgh, Pa. 


or direct from 


This is a CO: 
Ice Crayon made 
in 2 minutes with a 


Order through dealer, 


Alda Manufacturing Co. 
223 W. Huron Street, Chicago 


CAMPBELL ELECTRIC CO., Lynn, Mass. 


new Goosman in- 

strument. Used in OTTO ROTHENSTEIN, E.E. 
the treatment of over CHICAGO | 

40 different skin les- 

ions. Price $15.00. go 


To Order Only 


Surgical Diathermy 
Mesothorium and 
Radium Applicators 


| 
| | || 
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is again 


C.DRAEGER 
The APPARATUS CO,, 
419 First Ave., Pittsburgh, Pa. 


The Edison Weekly 


Volume 10 


August 9th, 1916 Number 32 


Pulmotor Saves Life of Four Hour Old Infant 


‘ee the use of oneof the Company’s pulmotors, 
operated by Mr M E Gregson of the Distribution 
Department, the life of a four hour old infant was 
saved last Thursday 

Shortly after nine o’clock im the morning, Dr J 
Kramer phoned to Mr Lieb’s Office asking if a pulmotor 
could be sent immediately to the Audubon Sanitarium at 
8 St Nicholas Place. -, Both lungs of a tiny boy, only a 
few hours old, had collapsed, and in the emergency the 
physician appealed to The New York Edison Company 
for assistance. Word was sent to Mr Williams of the 
3rd District Operating Department, who in turn got in 
touch with the Distribution Department. Mr Gregson 
received the call at 9:42 and made a grab for the pulmotor 
‘and oxygen tanks and was on his way to the hospital in 
one of the Company’s electric delivery cars. The rate of 
speed was not equal to the emergency, however, and at 
126th Street the Edison man commandeered a passing taxi, 
and sped uptown at a forty mile clip 

Reaching the sanitarium at ten o’clock, Mr Gregson 
‘without delay had the pulmotor at work on the almost 
‘lifeless form. At 10:50 he discontinued the pulmotor to 
‘apply the inhalation apparatus. In half an hour all the 
oxygenin the first tank was used up, and it was necessary 
to resort to the hospital tank, keeping the last pulmotor 
tank in reserve. Up to this time the child had shown 
practically no sign of life, and the lack of response to the 
pulmotor was most discouraging. However, by 11:50, 
after two hours work, the infant became conscious and a 
moment later began tocry in a decidedly boy-like manner 
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An Illustration 


, compactness and 
B” Pulmotor. 


d-opera’ 
the factor 


e Control 

. Injury tot 
and the danger 
the trachea is 


means of th 
operator's hands 
is not possible 
obstacles through 
‘urthermore, type 
aa pressure contro 
of every age, occupation am 


Price $115., complete. 


jency 
Inlike other 
B” Pulmotor 


Pulmotor provie 
; 1 adapted to patients 


environment. 
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: e e 
LUNGMOTOR Crit |! 
AN ALSOLI TE NECESSITY Yl 1ca 
Hence you are in the very class 
of men to whom we appeal with 
confidence. Your profession 
teaches the “show me” spirit. You 
have to be convinced by actual 
proof. Nothing can compare with 
facts in a statement of claims 
when your interest is desired. 


The 
Lungmotor 
The Device That Defies Death 


is the one resuscitating device that 
You affirm simplicity—this device 
pete ma ll has it. It must be safe—this device is. You insist on efficienc under all con- 
ditions—this device so seldom fails it almost can claim perfect efficiency. 
eee euetene In order that you may be fully convinced we ask you to let us submit proof of professional men like your- 
No maternity ward self—scores of them—whose skepticism has been overcome by facts. 


is c lete with- : 
out this appa- It will be a genuine pleasure to let you have this evidence 


G7 FE SAVING DEVICES CO., 181 N. Market St,, CHICAGO 


AN X-RAY SENSATION! 


A Big Value for Little Money 


A first-class interrupterless X-Ray Transformer with- 
out motor, commutator or valve tube at a price 
unapproached. 

Does splendid bone diagnosis. Makes contrast 
radiographs. Gives marvelous demonstration wit 
fluoroscope. Excellent for treatment work. Com- 
bines an efficient high frequency resonator for vacuum 
electrode work, auto-condensation, diathermy, ful- 
guration, etc. ’ Absolutely silent in operation. No 
moving parts. Extremely simple to operate. 7 


Hogan Silent 


Roentgen 
e 
Special December Offer! 
The first 1,000 “‘live-wires’”? who” Coitiemen: 
inquire during the month of “ |. 
December willreceiveaninside gion tome you may 
figure. If youneed an X-Ray —__ send me full descrip- 
apparatus or contemplate =, tion of the Hogan 2 K. 
buying one within the otter to December 
next few months, do buyers. 
not fail to get this offer, as it is well worth receiving. ae 
Do Not Delay. Sign and Mail the Coupon—NOW. It Means a Great Saving. = 


McIntosh Battery & Optical Co., 7” 


s. 
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“OCTTER THAN MARBLE” 


VITROLITE WALLS AND CEILINGS 
J.C, Blair, Memorial Hospital, Huntington, Pa. 


“BETTER THAN MARBLE” 


Will Properly Supplement Surgical Skill 


The operating room is the center of the 
modern Surgeon’s activity—his success 
depends upon its character and equip- 
ment. It is vitally important that its 
structure be aseptic—the Surgeon’s best 
interest demands the selection of a 
material that is scientifically correct. 


Vitrolite is an aseptic material ideally 
suited to face the walls and ceilings of 
operating, sterilizing and diet rooms. 
It has a depth of rich whiteness—is very 
hard—acid proof—moisture proof — 
unstainable, with a surface like Dresden 
Chinaandas enduringasgranite. Made 
in slabs like marble. Easy to sterilize. 


Write us for a copy of ‘‘Vitrolite in the Modern Hospital’’ 


The Vitrolite Company 


Chamber of Commerce Building 


— 


CHICAGO 
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Sarery APPARATU 


‘*Shows what it delivers 
Delivers what it shows.’’ 


A new and improved apparatus for the ad- 
ministration of Nitrous Oxide and Oxygen with 
or without an Ether Sequence in Major or 
Minor Surgery—Obstetrics, etc. 

A perfectly controlled, even and continuous 
flow of any mixture, assured. 

Greater relaxation and ideal anes- 
thesia or analgesia. 

The only apparatus which under test 
will deliver gas at 100° Fahrenheit. 


Simple to Operate. Economical in 
Application. Perfect in Results 


WATER LEVEL + 


Model “‘F”’ fully assembled, small gas tanks at- 
tached and all mounted on pedestal stand. Large 
tanks may be used as well as small. 


A Truly Portable and Complete 
Outfit for Hospital or Private Use 


Separate hand operated needle valves, one for 
each gas, give simple and accurate control of their 


flow. 
‘ig The New 
Positive Sight-Feed-Measurement 


enables you to see the flowing of the separate 
gases, the exact ratio between the two as they 
enter the mixing chamber, and that your mixture 
is maintained as long as required. A glance at 
the apparatus shows what it is doing at all times. 
ases are washed, warmed and moistened. 
Acemvacy, efficiency, economy and sim- Cut showing Sight-Feed-Measurement. The level “A” in the Oxygen feed 
plicity assured tube, and the level ““B” in the Nitrous Oxide feed tube, fall or rise as a 
Mad dein 3 models ‘ ‘D,’’ “‘E’’ and greater or less volume of the respective gas is admitted tothe mixingchamber, 


Write for illustrated booklet containing full by the needle valves. Accuracy of mixture and visible proof of ac- 
information. curacy is thus assured. 


AFETY ANAESTHESIA APPARATU 


1422 Bryan Place con UJ cern Chicago, Illinois 
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ANAESTHESIA 


By PALUEL J. FLAGG, M.D. 


Lecturer in Anesthesia, Fordham University Medical School, Anesthetist to Roosevelt Hospital, Instructor in Anzs- 
thesia to Bellevue and Allied Hospitals, Fordham Division, Consulting Anesthetist to St. Joseph’s Hospital, 
Yonkers, N. Y. Formerly Anesthetist to Woman’s Hospital, New York City. 


Octavo. 341 pages. 136 illustrations. Cloth $3.50. 


HIS book is a groundwork, upon which the student, interne, and general practitioner may acquire a more 

comprehensive knowledge of the Art of Anesthesia. A bird’s-eye view of the entire field of anaesthesia 

’ > — by defining and describing general, local and mixed anesthesia. General anesthesia is taken 
up in detail. 

Ether anesthesia, oral insufflation, intrapharyngeal insufflation, intratracheal insufflation, rectal and 
intravenous methods, are followed by general anesthesia by ethyl chloride, chloroform, nitrous oxide, nitrous 
oxide oxygen ether. Local anesthesia is then discussed. A chapter on mixed or spinal anesthesia follows. 

Medication preliminary to anesthesia is followed by carbon doxide and re-breathing. Bearing in mind 
the needs of the general practitioner, a chapter on emergency anesthesia has ‘been prepared. 

Most thoroughly and practically illustrated and moderately priced. 


ROBERTS KELLY 


FRACTURES 


By JOHN B. ROBERTS, M.D., F.A.C.S., an JAMES M. KELLY, A.M., M.D. 
Professor of Surgery in the Philadelphia Polyclinic Associate in Surgery in the Philadelphia Polyclinic 
Octavo. 677 pages. 909 illustrations. Cloth, $6.00. 


ONG hospital training, observation in America and Europe and undergraduate and postgraduate 
teaching have fitted the authors to produce a book acceptable to experienced practitioners. Statistics, 
normal anatomy, pathology, the types of fracture, complications, methods of treatment, and results 

are included in the discussion of each region of the body. 

By a great number of X-ray plates are indicated the types of injury met in the different bones and b 
the side of these are placed illustrations of original drawings showing the muscular attachments by whic 
the usual deformity of the limb is caused. The need for treatment of the soft parts in fractures has been 
insisted upon. 

The management of these injuries by the early mobilization and massage methods of Lucas Cham- 
pionniére, and the traction appliances of Bardenheuer are discussed. The necessity of recognizing muscular 
contraction and of providing against displacement through particular muscular attachments is insisted 
upon. 

' Lane’s plating method, Albee’s autogenetic inlay procedure, Steinmann’s suggestion for nail extension, 
and other direct methods of restoring skeletal integrity are discussed. 


OBSTETRICS 


By GEORGE PEASLEE SHEARS, M.D. 
Professor of Obstetrics, New York Polyclinic Medical School and Hospital 


Octavo. 745 pages. 419 illustrations. Cloth, $6.00. 


R. SHEARS’ originality, both in his viewpoint and in his methods, is the result of a very wide 
private and hospital experience, in which he formed and corroborated his own opinions. In 
other words, the book is a laboratory rather than a library product. 

The same care has been applied in selecting the illustrations, which are designed to illustrate rather 
than to ornament the book. 

Dr. Shears has written his book from the practical rather than from the purely academic standpoint, 
and has laid emphasis upon the fact that not every practitioner has at his disposal the facilities of a hos- 
pital or clinic and while the methods advocated in the book are thorough and up-to-date, Dr. Shears has 
aimed to present them in such a way as to require the least complicated apparatus. 

Many common sense hints not usually met with in works of the kind are of inestimable value for 
the welfare and comfort of the patient. 

The author has shown that it is quite possible to be exhaustive without being exhausting. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John Street, Adelphi East Washington Square Unity Building 
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How Does It Compare With Crossen? 
That is the question usually asked when speaking of gynecologies 


The Diagnosis and Treatment of 


Diseases of Women 


Third Edition 
1026 Pages— 744 Illustrations 


(Used as the required text in more ‘‘A- grade" schools than all other books 
on gynecology) 


Operative Gynecology 


680 Pages—771 Illustrations 


By H. S. CROSSEN, M. D., F. A.C. S. 


A iate in Gy logy, Washington University Medical School 


PRICE $14.00 FOR THE SET 
Sold separately at $6.50 and $7.50 


1515 — New and Original Illustrations — 1515 


Comments on Crossen’s ‘‘Diseases of Women” 
We believe the book will meet with a favorable reception, filling as it does a vacant tes in the library of the 


general p —American Journal of the Medical Sciences. 

No other book of its size « offers as many and useful illustrations, few are as complete, and none more conservative 
and reliable in the treatm —A meri sana’ of Surgery. 

It will surely meet the needs of the and student as well as the specialist.— Howard A. Kelly, 
M. D., Professor of Gynecology, Jobns Hopkins Unie, Baltimore 

“The os: attention given tod and to t other than surgical makes this a good work for the 
student and g -—Journal of the pty Medical Association. 


Comments on Crossen’s ‘‘Operative Gynecology”’ 


The author describes the vesious epenstions clearly and isely, and ing platesareexcellent. % 
The steps in the various d illustrated so that they may be followed without difficulty ch ” 
chapter iscomplete. The author's individuality | is pans shown, and to this he has added the best work of «ee various Pa 
American and Foreign authors. His book is a valuable one. —Journal of the American Medical Association. ” 

The diction is clear and precise, and 770 semidiagrammatic and instructive illustrations help to leave no Ff 
point unexplained. The wide of the author as an op and at itselfon 
every part, and it is safe to say that the book will meet with a warm reception on = part of the pro- ,¢* 
fession.—Surgery, Gynecology and Obstetrics. < The 


In this fhand | Cros: ha: d 1 contribution to the various manuals 
and on operative | i is excellent exposition of, and diequttion C.V. Mosby Co., 


All the useful and accepted operations are descri ed in admirable S St. Louis, Mo. 
detail, and is beautifully illustrated with original drawings by Ivan F. Summers. 
Of these ill of t there are about 750, and all of them of the highest orderof «<% Gentlemen: 
excellence.— American Journal of Surgery. 


Send me one set 
Crossen’s Gynecology 
or send me 
_e of Women, price $6.50 


THE C.V. MOSBY COMPANY 


Me d ical Publ ishers i (Cross out one you do not want) 


S 
Sign your name to the attached coupon and mail 
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NEW EDITIONS 


of Standard Works Among the 
Appleton Publications Which 
Have Been Completely Revised 
and Brought Up to Date. 


The New Things in the New Edition 


Rosenau’s Preventive Medicine 


The rapid increase in our knowledge of hygiene and sanitation has necessitated a complete resetting 
of this popular work. The chapters on leprosy, mushroom poisoning, beriberi, pellagra, carbon 
monoxid, chlorinated lime, vital statistics, disinfection, quinin prophylaxis for malaria and the 
mental diseases have been rewritten and the following subjects added: prevalence of venereal dis- 
eases, chancroid, the Schick reaction, the Bang method of suppressing bovine tuberculosis, emetin, 
military hygiene, and about twenty other subjects of importance in preventive medicine. 


Osler’s Principles and Practice of Medicine 


A revision has been made of the 8th edition with extensive corrections and insertions incorporatin 
the recent advances of medical knowledge in the infectious diseases, typhoid and para-typhoi 
fevers, pneumonic and pneumococcic infections, cerebrospinal fever and anterior poliomyelitis; in 
pellagra, in diabetes, mellitus and in syphilis. Changes have also been made in the sections on 
whooping-cough, tetanus, amebic dysentery, gout, cancer of the stomach, pernicious anemia, tabes 
dorsalis and arthritis de formans. 


Holt’s Diseases of Infancy and Childhood 


For this 7th edition of Holt the old book has been completely revised with the addition of sixteen 
new chapters, the most important of which are those on acidosis, neuropathic and exudative 
diathesis, cardiac arrhythmia, acute lymphatic leukemia, Banti’s disease, osteogenesis imperfecta, 
Still’s disease, syphilis of the nervous system, pellagra, epidemic catarrh, duodenal ulcer, and 
idiosyncrasies to foodstuffs. More than twenty chapters have been entirely rewritten with the 
addition of new illustrations. 


Hiss and Zinsser’s Text-Book of Bacteriology 


The practical development of bacteriology has gone ahead with such strides within the last few 
years that a new edition of this book became indispensable for the use of students and laboratory 
workers. The sections on culture media, immunity, the summary of facts and problems, micro- 
organisms, especially the pneumococcus and gonococcus, treponema pallidum, Mills and Plotz’s 
work on typhus, have been thoroughly revised to include the latest data on these subjects. 
Two New Books Which Have Become Popular With Physicians 
APPLETON’S MEDICAL DICTIONARY 
JORDAN-FERGUSON’S NORMAL HISTOLOGY AND MICROSCOPICAL ANATOMY 


Simply Send Us This Coupon for Further (Sur. 12.16) . 
Information on Any of These Books. 


D. APPLETON AND COMPANY, Publishers, 35 West 32nd St., New York City 


NAME ADDRESS 
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NOW READY 
Important Announcement 


Localization of Foreign Bodies by Means 
of Stereoscopic Roentgenograms and 


Methods of Their Removal 


By EMIL G. BECK, M.D., F.A.C.S., Chicago, IIl. 


Two sections to be illustrated by about sixty Photographic Stereoroentgenograms 


First of all, Dr. Emil G. Beck will point out the advantage of stereoscopic radiography over the 
single picture, and illustrate with one striking example the difficulty of interpreting properly single 
pictures. Then he will show by illustrative examples the method of localization of foreign bodies in 
the head, chest, abdomen, stones in the kidney and bladder, and foreign bodies in the extremities. 
At the same time he will outline the proper surgical procedure in each case, so that this work will 
not be simply an atlas of stereoscopic radiographs of foreign bodies, but practical instructions as to 
how to deal with them after they are localized. In other words, it will not be a work by the radi- 
ographer, but radiography as applied in the surgical treatment in the removal of foreign bodies. 


NOW READY 


X-Ray Examination of the Chest for 


Pulmonary Tuberculosis 
By KENNON DUNHAM, M.D., Cincinnati, Ohio 


This section is illustrated by forty-two Photographic Stereoroentgenograms 
reproducing the various tubercular conditions of the chest 


The doctor has proven the cause of the tree-like shadows seen upon a normal chest plate to be 
due to blood vessels, bronchi and connective tissue and not due to either alone. He has described the 
normal chest plate, and shown that characteristic variations occur in tuberculosis. This reading has 
been verified by over two thousand carefully examined cases. 


NOW READY 


The X-Ray Examination of the 
Alimentary Tract 


By JAMES T. CASE, M.D., F.A.C.S., Battle Creek, Mich., and Chicago, III. 


Four of such sections, devoted entirely to the ‘The X-Ray Examination of the 
Alimentary Tract,” are now completed 


These photo Stereoroentgenograms are marvels of realism, and many of them have been admired 
throughout this country and Europe. 


WHAT THE PRESS SAYS 


The American Journal of Roentgenology: literature, and American Roent; moloy can point with pride 
“This work establishes American supremacy in the roent- _ to this surpassing publication of Dr. Case.” 

genology of the alimentary tract.” 

British Medical Journal, London: 


“This publication is undoubtedly the most beautiful ‘We have nothing but praise for the contents and the get- 
roentgen production extant. We recommend this wonderful up of these sumptuous volumes. Neither care nor eaeianias 
publication most heartily. It is the highest type of roentgen been spared in their production.” 


Sold only by subscription. For further particulars address 


THE SOUTHWORTH COMPANY, Publishers 
TROY, NEW YORK, U.S.A. 
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Important Publications 


Thompson on Syphilis 


This work, from the pen of an eminent syphilographer, presents the subject in as practical a manner as pos- 
sible. A considerable portion of the book is devoted to diagnosis and treatment. The chapter on labora- 
tory diagnosis is made especially full since the necessity of laboratory aid is more evident for the treatment 
of syphilis than for any other disease. 


Octavo, 415 pages, with 77 engravings and 7 colored pte. By Loyp Txuompson, M.D., Physician to the Syphilis Clinic, Govern- 
ment Free Bath House; Visiting Urologist to St. Joseph’s Hospital, Hot Springs, Arkansas. Cloth, $4.25 net. 


Graham’s Diseases of Children 


This new work presents the most modern views upon each subject discussed, and in such a way that they are 
immediately available to the busy practitioner as well as perfectly clear to the medical student. In the 
discussion of treatment no details have been overlooked, and the physician engaged in general practice may 
quickly find the precise management of a typical case of any disease which he is called upon to treat. 


Octavo, 902 pages with 89 engravings and three plates. By Epwin E. Granam, M.D., Professor of Diseases of Children, Jefferson 
Medical College, Philadelphia; Pediatrist to the Jefferson Hospital and to the Philadelphia Hospital, etc. Cloth, $6.00 net. 


Ashhurst’s Surgery 


The author’s marked literary ability has enabled him to present clear and accurate statements of fact, to 
emphasize underlying principles, to elucidate pathology and diagnosis, to give indications for treatment, 
and to complete the whole with adequate descriptions of operations. Of the wonderful series of 1032 illus- 
trations, each one is chosen for the information it conveys. The reputation gained by the author’s standard 
monograph on Fractures of the Elbow is well sustained in his chapters on Fractures and Dislocations, and on 
diseases of the Bones and Joints. Genito-Urinary Surgery, Gynecology and Orthopedics, subjects not 
usually included in works on Surgery, are discussed so far as required by the general surgeon. 

Large octavo, 1141 pages, with 1032 illustrations, mostly original, and 7 colored plates. By Astiry P. C. Asnuurst, A.B., M.D., 


F.A.C.S., Instructor in Surgery in the University of Pennsylvania; Associate Surgeon to the Episcopal Hospital, Philadelphia. 
: Cloth, $6.00 net. 


Findley’s Diseases of Women 


Thoroughness is the keynote of the author’s work. He presents not merely the views, experience and 
methods of a skilful gynecologist, but gives instructive attention to every aspect of gynecology. Diagnosis 
is placed on an anatomical basis. It includes blood examination and bacteriological tests as well as or- 
dinary procedures. Careful attention is given pre- and post-operative treatment, non-operative treatment, 
dress, hygiene, diet, douches, posture and exercise, and to obstetric complications requiring surgical inter- 


vention. 
Octavo, 954 pages, with 632 engravings and 38 plates. By Patmer FinpLeEy, M.D., Professor of Gynecology in the University 
of Nebraska, Omaha. tii Cloth, $6.00 net. 


Lynch on the Rectum and Colon 


The author has discussed the subject in very full detail and has covered the entire field. Many matters, 
apparently trifling, make or mar an operation. These are usually left to the practitioner’s resourcefulness 
when operating. It has seemed far better to prepare him in advance to meet them. The book goes fur- 
ther, for it includes the preparation of the patient, the after-treatment, complications that may occur, and 
how to overcome them. Special effort has been made to render the very full series of illustrations as in- 
structive as the text. 


Octavo, 596 pages with 288 engravings and 9 colored plates. By Jerome M. Lyncu, M.D., Professor of Rectal and Intestinal 
Surgery, New, York Polyclinic; Attending Surgeon, Cornell Dispensary; Fellow, American Proctologic Society, etc. Cloth, $5.00 net. 


Braun’s Local Anesthesia 


This is the work of the world’s leading authority on local anesthesia, whose investigations and the perfection 
of whose technic has made possible the successful employment of local anesthetics in general surgery. The 
various local anesthetic methods are so plainly demonstrated that the reader should readily absorb the 
technic and apply his knowledge. This is accomplished by descriptions of operations under local anesthesia 
on various parts of the body, which are minutely complete and rendered doubly clear by numerous illust a- 
tions, for the most part from photographs taken during operations. 


Octavo, 399 pages with 21s illustration in black and colors. By Pror. Dr. Hetnrica Braun, Obermedizinalrat and Director of the 
Kgl. Hospital at Zwickau, Germany. Translated and Edited by Percy M SaIELDs, M.D., Cincinnati, Ohio, from the Third 


Revised German Edition. Cloth, $4.25 net. 
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BERR 
Every Physician 


and 
Should Have a 


“National’’ High Pressure Sterilizer 


Price, $120 


. Note the capacities and prices listed under the 
Low Price illustrations of the three sizes. This is by far 
the lowest-priced high pressure sterilizer of large capacity on 
the market—so low in fact that the figures are a revelation to 
hospitals and doctors, who have, for years, been quoted very 
high prices on sterilizer equipment. 


° . The “National” actually performs its func- 
Quick Action tions in one-half the time required by other 
sterilizers of equal capacity. Thus it is a great time-saver. 


Medium Size 
Capacity: 2,475 Cu. In. 
Price, $70 


ae me There are no delicate parts to get out of order. 
Reliability Its action is simple and tertain. Also, it is 
easy to keep perfectly clean. 


Burners The prices given include either steam coil, gaso- 
line or gas burner, as you prefer. The “National” 
is complete and ready for work when it reaches you. 


. . Its best recommendation is that it is giving 
Satisfaction universal satisfaction to the thousands of Doctor’s Size 
users, including the Red Cross and the U.S. Army. Get a yoccity: 1,350 Ca. In. 
“National” and test it yourself. Price, $50 


Shipped on Fill Out—Cut Out— Mail 
F re e | O t Northwestern Steel and Iron Works 
| 725 Spring St., Eau Claire, Wis. 
Da Tri a Gentlemen: — Please send full information about 
y ‘‘National’’ Sterilizers. 
4 Name 
Northwestern Steel and 
Iron Works ye 
725 Spring St., Eau Claire, Wis. i City State 
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Quality First 


In Infant Feeding, when it 
becomes necessary to resort 
to artificial feeding, the first 
questions that a physician asks 
himself, as regards the food to 
be used, are: 


What is it made of? How is it 
made? and Who makes it? 


Got TBoreten 


EAGLE 


BRAND 


CONDENSED 


THE ORIGINAL 


for sixty years has been speci- 
fied almost invariably by 
physicians when prescribing 
Condensed Milk. The name 
‘“*‘BORDEN’S”’ guarantees 


carefully selected raw material 
that is manufactured by the 
most improved and sanitary 
methods, insuring a finished 
product that is consistently 
uniform in composition and 
quality. 


Samples, Feeding Charts 


ONDENSED in any language, and our 


52-page bock, Baby’s 
ELE Bas Welfare,” mailed upon 
request. 
Borden’s 
BEZ =| Condensed Milk 
Company 
di f Q ality” 
A Est. 1857 
New York 


DONT 
SURGICAL EYE 


Wear “Knukifit” Gloves 


The glove with the ‘‘Hump”’ 


Eliminates Tension on Finger Joints. Cramping of 
Fingers and Hand. Wrinkles and Folds in Glove 
Fingers, 

Does not Deaden Finger Tip to. Sense of Touch, 
hence the ‘‘open Surgical Eye.” 

It Permits Free and Easy Finger Action and Blood 
Circulation, insuring that All-Important Cuticle- 
Like Touch. 


Write or call your surgical supply house for prices 


THE LINCOLN RUBBER CO. 


AKRON, OHIO 


Prevention 


2 


3 


50% Better 
Defense 
Indemnity 


All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 


Or his estate is sued, whether the act or omission was his ° 
own 

Or that of any other person (not necessarily an assistant 
or agent). 

All such claims arising in suits involving the collection of 
professional fees. 

All claims arising in autopsies, inquests and in the pre- 
scribing and handling of drugs and medicines. 

Defense through the court of last resort and until all legal 
remedies are exhau 

Without limit as to amount expended. 

You have a voice in the selection of local counsel. 


If we lose, we 


to amount specified, in addition to 
the unlimited ess. 


10 The only contract containing all the above features and 


which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 


Professional Protection, Exclusively 
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Noteworthy Improvements in the 
Production and Packing of 
Sterile Ligatures 


Prepared under our expert bacteriologic observation 
from slaughter of animal to finished tube 


The consolidation of the B. K. Hollister Laboratories 
and the Ashland Raw Catgut producing concern, announced in the 
| October and November issues of this journal, makes possible for . 
the first time the production of ligatures under the same expert 
bacteriologic observation from the slaughter of the animal to 
the finished tube. 


| 


: TUBES OF DISTINCTION : 


‘AOLLISTERS 


VLTUBES 


STERIitEe 
ALN- CAT GU 


Top and side views of the new and improved container 


As we treat it, the gut never knows infection—the result is material not only 


of absolute and invariable sterility, but of maximum and thoroughly reliable 
tensile strength. 


In addition to providing a product of absolute sterility and unfailing tensile 
strength, operating room convenience is better served by the new Hollister 
Ovlitube. Jt cannot roll. It breaks with a clean fracture, and reduces pack- 
ing bulk by nearly one-half. 


A complete line of our incomparable ligatures and sutures are offered in these 
“Tubes of Distinction.” 


Catalog and Samples Gladly Mailed 


The Hollister-Ashland Laboratories 


6620 Kimbark Avenue, Chicago, Illinois 
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Type A 
Dermatological 
Applicator 


Radium element content 
and delivery guaranteed 


Radium Chemical Company 


Pittsburgh, Pa., U.S. A. 


STANDARD CHEMICAL CO, 


U. S. Bureau of Standards 
Measurement 


Applicator 


Definite Uncombined 
Remedies 


with 


Long Clinical Proving 


The “H. W. & D.’’ Products 


Bulgara Tablets — Bacillus Bulgar- 
icus, Type 

Lutein Tablets — Corpus Luteum of 
the Sow. 

Enteric Glycotauro—Purified Standard- 
ized Bile. 

Mercury Salicylate—Unique Suspension 
in Ampules. 
Authorized Literature Upon Request 


Colorimetric Methods 
Are 


Quickly and Conveniently 
Applied 
For 
Diagnostic Determinations of 
Kidney Functionation 


and in 


Acidosis Conditions 
Such as 


Alkali Reserve of Blood 
Carbon Dioxide Tension of Alveolar Air 
Hydrogen-Ion Concentration of Blood 
Full Information at Command 


THE HYNSON, WESTCOTT & DUNNING 


PHARMACEUTICAL LABORATORY 


Baltimore 


Maryland 
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Eastman X-Ray Film 


HEN the case is involved; accuracy 

in details and deep penetration are 
necessary in order to make the diagnosis 
certain. 


Those who know them, use Eastman 
X-Ray Films for abdominal work. Prac- 
tically indestructible; they cos¢ /ess than 
plates and are easier to handle and file. 


For sale by all supply houses. Pamphlet on request. 


EASTMAN KODAK CoO., Rocuester, N. Y. 
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The Reeder Transilluminator 


A transilluminator with new possibilities. Ideal for the illumina- 
tion of: the Antrum of Highmore, the frontal sinuses, the mastoid 


cells and in some cases the ethmoid cells. May be used to trans- 
illuminate the eye and the lacrymal sac. 


Demonstrates the presence of devitalized teeth. 
Useful to illuminate the nasal chambers and throat. 
Price each, complete with instructions, $3.50: 


Send for reprint or see Journal American Medical Association, 
April 29, 1916, Volume LXVI. 


SHARP & SMITH Hospital Supplies 


155-157 N. Michigan Blvd. isis CINCOREORATED 1904 Chicago, II]. 


The Storm Binder and Abdominal Supporter 


(PATENTED) 


FOR 


Hernia, Relaxed Sacroiliac Articulations, | 
Floating Kidney, High & Low Operations, 
Ptosis, Pregnancy, Obesity, Pertussis, etc. 


Adapted to Use for Men, 
Women, Children and Babies 


No Whalebones 
No Rubber Elastic 
Washable asUnderwear 


OBESITY BELT 


Comfortable for sofa and 
bed wear and athletic 
exercises. A practical relief for visceroptosis. 


Send for new folder and testimonials of physicians. General mail 
orders filled at Philadelphia only— within twenty-four hours 


©. KAtherine L. Storm, M.D. 
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SAVE TIME 
AND TELL MORE 


The superior speed, contrast and delineation of 


DIAGNOSTIC 
X-RAY PLATES 


make possible a distinct advance in X-Ray technique. 


Diagnostic plates are 25% faster than the fastest 
plates hitherto produced. It is possible to get crisp, 
sharp roentgenograms with a quarter second 60 min. 
exposure without a screen. 


Equally good for screen work. 


For sale by leading supply houses 


AMERICAN PHOTO CHEMICAL COMPANY 


ROCHESTER NEW YORK 
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The Camp Physiological Belt 


= 


. New York, 373 Fifth Ave. e : Chicago, 57 E. Madison St. 
; San Francisco, 330 Sutter St. Pittsburgh, 2006 Jenkins Arcade Bldg. 
| Buffalo, 70 W. Chippewa St. Detroit, 313 David Whitney Bldg. 
i Portland, Ore., Woodlark Bldg. Jamestown, 514 Prendergast Ave. 
: Rochester, 1141 Granite Bldg. Boston, 687 Boylston St. Philadelphia, 1120 Walnut St. Toledo, 219 Superior St. 
Columbus, 50 N. High St. Los Angeles, 220 W. Sth Ave. St. Louis, 513 Olive St. Spokane, 827 Sprague Ave. 
| Utica, 314 Kempf Bldg. Davenport, 209 Main St. Omaha, 1704 Douglas St. i , 18 N. Meridian St. 
i Houston, 209 Queen Bldg. Cincinnati, 433 Race St. Minneapolis, 816 Nicollet Ave. Denver, 1764 Broadway 
Address all correspondence to 


S.H. CAMP & COMPANY, Manufacturers, Jackson, Michigan 
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(Para = toluene - sodium = sulphochloramide ) 


This interesting antiseptic was introduced by Dr. H. D. Dakin, who was 
associated with Dr. Alexis Carrel at the temporary hospital No. 21 and 
the laboratories of the Rockefeller Foundation in Compiegne, France. 
Reports show this antiseptic is being used with great success in the 
military hospitals of Europe. (See British Medical Journal of January 
29, 1916. Reprints on request.) 


CHLORAZENE promises to be of great value in surgical practice. 
Read the following statements and it will be understood why 
this new antiseptic is regarded so favorably in Europe. 


It is a white crystalline substance, freely soluble in water. 


It is extremely stable, i. e.,in solid form it may be preserved indefinitely, while 
aqueous solutions keep for a relatively long time without marked decomposition. 


It has no corrosive action, even in concentrated solutions. It neither precipitates 
nor coagulates proteins such as blood serum. 


It is virtually non-toxic. Rabbits and guinea-pigs tolerate subcutaneous doses of a 
gram to a kilo (2 1-5 pounds ) of body-weight, with no symptoms except moderate 
local reaction. However, it should not be used internally. 


Its antiseptic action is intense. It is many times as antiseptic as phenol, equaling 
sodium hypochlorite in this respect (molecule for molecule it is four times as germ- 
icidal as hypochlorite), while, according to Dakin, “‘it is much less irritating than 
the latter substance, and may be used safely at a concentration five to ten times 
as great. 


It can be used freely and safely as an irrigant of infected wounds of deep 
tissues, in treating compound fractures and in injuries and diseases of the mouth, 
uterus, bladder and urethra, where most antiseptics cannot be employed in effective 
concentration on account of their toxic or caustic action. 


In view of the success which has followed the use of this antiseptic in Europe, 
The Abbott Laboratories offer it to the medical profession of America under the 
name CHLORAZENE-ABBOTT. 


LITERATURE ON REQUEST 


Packages and Prices 


CHLORAZENE is supplied in 4.6-grain tablets, in bottles of 100 at 60c. In powder; 
two special packages for general and hospital use: Hospital Package No. 1, to make 
1 gallon of 1-per cent solution, 55c; Hospital Package No. 2, to make 5 gallons of 1-per 
cent solution, $2.00. Prices on larger quantities on request. 


The trade will be stocked, but if your druggist is not supplied, we shall be glad to supply 
you direct, from our home office or branches. 


THE ABBOTT LABORATORIES 
CHICAGO - NEW YORK 
SEATTLE SAN FRANCISCO LOS ANGELES TORONTO BOMBAY 
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Complete exhaustion 


is just as undesirable in humanity as it is ab- | 
solutely essential in pharmacy. In your patient 
it means lost vitality; in our products it means 
maximum therapeutic value. You try just as 
hard to check the one as we strive to increase 
the other—and we are both rightly judged by 
our ‘end-product.’ 

Complete exhaustion of everything medicinal in botanical drugs 
of prime quality 1s the rock-bottom foundation of our “Quality 
Products’’. 


SHARP & DOHME 


Purveyors to your profession 
since 1860 


COAGULEN CIBA 
LARYNGOLOGY 


Issued by Has proven indispensable for post- 
Society of Chemical Industry 


in Basle operative control of hemorrhage. 
TRADE MARK 


Use a 5% solution of Coagulen 
Ciba by means of a gauze mop or 


heavy spray (with Record syringe.) 


Literature on Request to 


A. KLIPSTEIN & CO., New York 
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Trade Mark Reg. U.S. Pat. Off. 


Liquid Paraffin 
Tasteless Colorless 


Throws No Burden 
on Liver or Kidneys 


Stanolind Liquid Paraffin, being non-absorb- 
able, throws no extra labor on liver or kidneys. 
These organs are often greatly embarrassed 
by the enormous amount of extra work given 
them by the free use of laxative mineral 
waters and other drugs. 


For this reason Stanolind Liquid Paraffin, 
being mechanical in action, is pointedly indi- 
cated as a gentle laxative in cases of Bright's 
Disease, hepatic cirrhosis and other conditions 
in which these great vital organs are crippled. 


The beneficial effects of Stanolind Liquid 
Paraffin are not diminished by continual use, 
as is the case with almost every other laxative. 
Stanolind Liquid Paraffin should be regarded 
rather asa mechanical than asa 
strictly medicinal agency. 
When the effective dose of Stano- 
lind Liquid Paraffin is found, it 
is unnecessary to increase it, but, 
on the other hand, it may, in most 
cases, be gradually lessened. 


A trial quantity with informative 
booklet will be sent on request. 


Standard Oil 
Company 
(Indiana) 


72 West Adams Street 
Chicago, U.S. A. 
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THE MILWAUKEE SANITARIUM 


For Mental and Nervous Diseases 


Located at Wauwatosa (a suburb of Milwaukee) on C. M. & St. P. Ry., 24g hours from Chicago, 15 minutes 
from =n 5 minutes from all cars. Two lines street cars. Complete facilities and equipment, as heretofore 
announced. 

Psychopathic Hospital: Continuous baths, fire-proof building, separate grounds. 

West house: Rooms en suite with private baths. 

Gymnasium and recreation building: Physical culture, ‘‘Zander’’ machines, shower baths. 

Modern Bath House: Hydrotherapy, Electrotherapy, Mechanotherapy. ; 

30 acres beautiful hill, forest and lawn. Five houses. Individual treatment. 

Descriptive booklet will be sent upon application. 


RICHARD DEWEY, A. M., M. D. : 
EUGENE CHANEY, A.M.,M.D. WILLIAM T. KRADWELL, M. D. 
CHICAGO OFFICE: Marshall Field Annex, 25 E. Washington Street, Room 1823, Wednesdays | to 3 P. M., (except in July and 
st). Telephone Central 1162 
Telephone Main 81 


A 
MILWAUKEE OFFICE: Goldsmith Bldg. Room 504, Consultati by appoint 
TELEPHONE: SANITARIUM OFFICE: Milwaukee-—W 6. 


MILK BOTTLED IN THE 


COUNTRY 


Kenosha, Wisconsin 
On C. & N.-W. Ry. 


Successfully operated for over 55 years. 
Located midway between Chicago and 
Milwaukee in 100-acre park, fronting 
Lake Michigan, having an unexcelled 
environment in a most healthful climate. 
Cool summers. 

Offers country quiet with home-like com- 
forts; the atmosphere of a family life and the 
safety of good nursing under experienced med- 


ical care. Food fads or extremes in dietary 
are avoided. 


Correspondence with physicians solicited. 
Address the manager, 
N. A. PENNOYER, M.D. 
Kenosha, Wis. Long Distance Tel. 109 


Chicago Office 
Marshall Field Building, Room 801 
Thuredays 2 to 4 Tel. Randolph 2801 


MILK CREAM BUTTER 
BUTTERMILK 


evanston CHICAGO oak 


WHY NOT HAVE THE BEST? OUR 
WAGONS WILL SERVE YOU ANY- 
WHERE. TELEPHONES AT ALL OFFICES 


To Medical Writers 


The Nurse Publishing Company purchases ar- 
ticles on general nursing technic, nursing in 
special diseases, and allied subjects of interest 
to nurses, for publication in THE NURSE, a 
monthly journal of scientific and practical nurs- 
ing methods. Photographic originals for en- 
graving purposes can be used. 

A specimen copy will be sent upon request, 
with suggested subjects, rate of payment, etc. 


Address Editor, THE NURSE 


JAMESTOWN, N. Y. 


Berthe May’s Corset 


DESIGNED BY A WOMAN PHYSICIAN 
SPECIALLY ADAPTED FOR 


MATERNITY 


and Abdominal Support in 


SURGICAL CASES 
PRICE, $5.00 
Special Terms to Physicians & Nurses 


Write for Booklet No. 2 giving fullinforma- 
tion and photographic reproductions to 


BERTHE MAY, Mfr., 10 E. 46th St.,N. Y. 
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The Specific Treatment of 
Lobar Pneumonia 


Immune serum treatment in lobar pneumonia has passed 
the purely experimental stage. 


YW ADI 
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BS 


Lobar pneumonia is caused chiefly by the pneumococcus, 
of which there are three different fixed types. Antipneumo- 
coccic Serum prepared by the Mulford Laboratories is obtained © 
from horses which have been injected with the three fixed 
types of the pneumococcus. 


VAD 


Forty per cent of all cases of lobar pneumonia are caused 
by type 1, and lobar pneumonia caused by this type is the 
most amenable to serum treatment, while types 2 and 3 are 
less amenable to serum treatment. Antipneumococcic Serum 
Polyvalent Mulford is highly potent in its protective power 
against lobar pneumonia caused by pneumococcus type 1, and 
also contains antibodies to the other types—2 and 3. 


Wa 


SY 


2S 


Lite 


Intravenous injection of 50 to 200 c.c. is advocated by prominent 
authorities to insure immediate action. 


—— 


’ Antipneumococsic Serum Polyvalent Mulford is furnished in 
syringes of 20 c.c. each, and in ampuls of 50 c.c. for intravenous injection. 


Further information sent on request. 
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Pneumo-Serobacterin Mulford is an efficient prophylactic agent 
against lobar pneumonia. a suggests doses of 1000 million pneumo- 
cocci, followed by subsequent doses of 1000 million, for prophylactic 
purposes. 

Pneumo-Serobacterin Mulford is supplied in packages of four 
graduated syringes, A, B, C, D strength, and in syringes of D strength 
separately. 


IS 


Syringe A 250 million killed sensitized bacteria 
Syringe B 500 million killed sensitized bacteria 
Syringe C 1000 million killed sensitized bacteria 
Syringe D 2000 million killed sensitized bacteria 


H. K. MULFORD COMPANY, Philadelphia, U. S. A. 


Manufacturing and Biological Chemists 


28424 
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6he California Limited 


gives you three delightful days for sight- 
seeing in Southwest enchanted land. 


In California are great resort hotels, perfect auto roads 
and a summer ocean—to tempt the traveler away from 
winter. En route, visit the Grand Canyon of Arizona. 


The California Limited is an all-steel Pullman train, exclusively 
for first class travel. Runs daily between Chicago, Kansas City, Los 
Angeles, San Diego, Oakland and San Francisco, with Pullman for 
Grand Canyon. 


Fred Harvey meals are served. 

Three other daily trains to California. 

The Santa Fe de-Luxe between Chicago, Kansas City 
and Los Angeles, runs once a week. In winter—“extra 
fast, extra fare, extra fine.” 


Ask for Folders of Trains and Trip. 


W. J. BLACK, Pass. Traffic Mgr. 
1110 Railway Exchange CHICAGO 


Bound Volumes 


Surgery, Gynecology and Obstetrics 
is especially designed for binding in book 
form. Our standard volumes are substantially 
bound in an extra good grade of blue art can- 
vas, stamped in gold. Each volume consists 
of six numbers: two volumes to the year, 
January to June and July to December. 
Surgery, Gynecology and Obstetrics with International Abstract of Surgery, per volume $7.00 


Surgery, Gynecology and Obstetrics without the Abstract, per volume - - - - 3.75 
International Abstract of Surgery, per volume - - - - - - - - - 3.75 


We Can Supply All Back Numbers in Bound Volumes Except Vol. II 
Back Numbers Returned for Binding 


Where copies are returned by subscribers in exchange for bound volumes, the charge per volume 
for binding will be as follows: 


Surgery, Gynecology and Obstetrics with International Abstract of Surgery, per volume $2.25 
Surgery, Gynecology and Obstetrics, per volume - - - - - - - - - 1.50 
International Abstract of Surgery, per volume - - - 1.50 


The prices quoted above include carriage charges on shipments to points in the United States and Canada. Express or 
freight charges on journals returned for binding must be prepaid. 
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“Yes, the Doctor Will Be There 
in a Few Minutes — He Uses 


Polarine, the Perfect Lubricant” 


Polarine flows at zero and maintains the correct lubri- 
cating body at any motor speed or temperature. 


Polarine covers even the remotest friction surface in 
your motor— minimizes friction and repairs, and m- 
_ creases the amount of power. 


Polarine is produced scientifically and is of proven effici- 
ency, as may be attested by approximately 450,000 
motorists in the Middle West alone. 


Order a half barrel today—it 
costs less per gallon that way 
than in smaller quantities. 


Standard Oil Co. 


(Indiana) 


Chicago, U.S.A. 


Use Red Crown Gasoline 
and get more power, more 
speed, more miles per gallon 
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New Post-Graduate 


Medical Schonl and Hospital 
Winter Session 1916-1917 


A dispensary service of 209,000 patients a year and furnishing clinical material 
for over 8,200 operations annually enables the New York Post-Graduate Medical School 
and Hospital to stand pre-eminent in the point of clinical material. The ample equip- 
ment and the fact that the Hospital and School are in the same buildings assures teach- 
ing efficiency. 


The laboratories are organized for the teaching of essential scientific data, biochem- 
istry, bacteriology and pathology. Special laboratories have been created for the 
teaching of tropical medicine. Complete instruction in internal medicine, diseases of 
metabolism, X-Ray interpretation, special and applied therapeutics, surgical anatomy, 
general and special surgery on the cadaver and living, experimental research, biochem- 
ical physiology and special instruction in the departments of the eye, ear, nose and throat 
are offered either in elementary or advanced work for both the general practitioner 
and the specialist. 


THE GENERAL COURSE comprises daily clinical lectures and bedside instruc- 


tion in— 
f Surgery Dermatology Genito-Urinary Diseases 
Gynecology Radiology Orthopedic Surgery 
Medicine Diseases of the Rectum Oral Surgery 
Pediatrics Neurology Diseases of the Eye, Ear, Nose 


and Throat 
SPECIAL COURSES to classes limited to small groups of matriculates are offered 
in the following departments: 


, Non-operative Gynecology Bronchoscopy and Gastroscopy 

Cystoscopy and Endoscopy Refraction and Retinoscopy 
Rectal Diseases Neurology 
Diseases of the Stomach Anesthesia 
Abdominal Diagnosis Metabolism and Constitutional Diseases 
Physical Diagnosis Applied Therapeutics 

: Infant Feeding Diseases of the Circulation 

; Y Intubation and Tracheotomy Diagnosis and Treatment of Infectious 
Radiology Diseases 


| i The fully equipped LABORATORIES give excellent opportunity for special and 
Advanced Courses and Research work in— 


Hematology Pathological Chemistry 
Histology and Pathology Serology and Vaccine Therapy | 
Bacteriology Tropical Medicine 


Address all inqutries to 


SECRETARY OF THE FACULTY 
| 303 East Twentieth Street NEW YORK CITY 
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A Tonic with 
Food Value 


You will find in Malt-Nutrine valuable 
tonic properties due to the aromatic 
bitter principles of Saazer hops. You 
will also find the food value of more 
than 14 per cent. of pure malt extract. 
The ingredients of Malt-Nutrine are 
carefully and properly chosen to consti- 
tute a real food-tonic and are combined 
through scientific processes under the 
direction of competent chemists. 


“Wh: Nulune 


TRADE MARK, 


is the recognized standard of medicinal 
malt preparations. It is extensively 
prescribed by physicians as a food-tonic 
for nursing mothers, protracted conva- 
lescence from acute diseases, insomnia 
and many other conditions. Do not 
confuse it with cheap dark beers. 


Pronounced by the U. S. Internal 
Revenue Department a 


PURE MALT PRODUCT 
and not an alcoholic beverage. 


ANHEUSER-BUSCH St. Louis 
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Our advantages make us 
headquarters for the or- 
gano-therapeutic products 


“Thyroid preparations should 
contain at least 0.2 per cent. Iodin 
—but in some samples I cannot 


jind a trace 
Sir James Barr 


Thyroids (Armour) In British Medical Journal 


Armour’s Thyroids is standardized and runs uniformly 
0.2 per cent. Iodin in Thyroid combination. 

The physician will insure the benefits of thyroid treat- 
ment to his patients by demanding Armour’s when pre- 


Liquid— 
stand- 
ized and is free from 

1 c. c. ampoules, boxes 


istoge- 


Pineal Substanc Armour’s Thyroids, U. S. P., is supplied in 
ein weet powder, 14, 4%, 1 and 2 grain tablets, bottles of 100, 
Parathyr 500, 1000. 


Powder Tablets, 1-20 


Anterior— 
Powder and Tablets, 2 


ARMOUR COMPANY 


CHICAGO 


grain. 

Pituitary, Posterior— 
Powder and Tablets, 1-10 
grain. 


BES SESE ESB EE 


This is the Package! 
= (others are imitations) 


And is your guarantee and protection 
against the concerns, who led by the success 
of the Horlick’s Malted Milk Company, are 
manufacturing imitation malted milks, which 
cost the consumer as much as ‘‘Horlicks.”’ 


red Always specify 
CO- Horlick’s, the Original 


‘ACINE, WIS., U. S. A- 
sow, SLOUGH, BUCKS, ENGL and avoid substitutes 


R. R. DONNELLEY & SONS CO., PRINTERS, CHICAGO 
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